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Abstract 
The aim of this study was to gain an understanding of how to better satisfy and meet the needs of 
particular types of consumers of publicly funded children’s mental health services.  The 
constructs investigated included caregiver satisfaction with services, the role of expectation in 
satisfaction, and demographic differences in satisfaction.  The components of satisfaction 
assessed were: access to services, family participation in treatment, cultural sensitivity, 
appropriateness of services, perceived treatment outcome, and coordination of services.  
Participants included 1268 caregivers of children receiving publicly funded mental health 
services in the state of Oregon.  Information was gathered and made available by the Oregon 
Department of Human Services (DHS).  There were significant positive correlations between the 
components of satisfaction.  Having an expectation regarding treatment and perceiving 
fulfillment of that expectation was significantly related to satisfaction with outcome.  No 
significant differences in satisfaction were found for ethnicity and gender.  Age of child was 
negatively correlated with satisfaction and increased restrictiveness of setting was positively 
correlated with amount of expectations, amount of perceived results, and satisfaction with family 
participation.  Thus, age and setting were indicated as factors that should receive additional 
consideration in service provision.  Results reveal the importance of realistic expectations in 
client satisfaction with services.  Providers should inform and prepare caregivers for the services 
their children will receive in order to achieve satisfaction. 
Keywords: satisfaction, expectation, demographic differences, caregivers, children 
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Caregiver Satisfaction with Children’s  
Publicly Funded Mental Health Services 
 Emotional and behavioral difficulties of children have been identified as among 
the leading health concerns of parents in the United States (Simpson, Cohen, Pastor, & 
Reuben, 2008).  In 2005 to 2006, approximately 8.3 million parents spoke with a health 
care provider or school staff about their child’s emotional and/or behavioral difficulties 
and approximately 2.9 million children received treatment for such issues (Simpson et al., 
2008).  Children receiving publicly funded mental health services are an especially 
vulnerable population that undergoes increased stressors and fewer resources than their 
higher income counterparts (Evans, 2004).  This group is more likely to endure abuse and 
neglect and experience higher rates of mental health issues (Bruskas, 2008; Grant et al., 
2004; Nicholas, Roberts, & Wurr, 2003).  Emotional and/or behavioral difficulties may 
affect many aspects of a child’s life, including academic success, interpersonal 
relationships, and the risk of alcohol or substance abuse (Simpson, Bloom, Cohen, 
Blumberg, & Bourdon, 2005).  Early intervention and treatment may prevent such 
difficulties from escalating (New Freedom Commission on Mental Health, 2003).  Due to 
being especially at-risk, it is essential that children using publicly funded mental health 
services be provided high quality care.  Client satisfaction with services is one method of 
service evaluation that has been linked to program effectiveness and is a commonly used 
measure of quality assurance (Trotter, 2008).  The role of caregivers in their children’s 
lives is instrumental and their involvement in children’s mental health services is often 
necessary in engaging the child in services (Breda & Bickman, 1997; Martin, Petr, & 
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Kapp, 2003).  Thus, understanding the perspectives of caregivers is needed to better 
retain children in the services they may desperately need.  Ensuring the receipt of quality 
children’s mental health services is of utmost importance.  This study will examine 
caregiver satisfaction with such services in hope of gathering information that will aid in 
the retention and engagement of children and their caregivers and the provision of useful 
mental health services. 
Publicly Funded Mental Health Services 
Overall, publicly funded mental health services are costly, in high demand, and in 
need of improvement and expansion (U.S. Public Health Service, 2000).  More than 6 
million people in the United States receive mental health services funded and provided by 
state mental health agencies each year (Substance Abuse and Mental Health Services 
Administration [SAMHSA], 2008a) and the United States Department of Health and 
Human Services predicts that by 2014, expenditures on mental health and substance 
abuse treatment will reach $239 billion, with mental health treatment expected to account 
for 85 percent of costs (SAMHSA, 2008b).  With millions of people in need of publicly 
funded mental health care and billions of dollars at stake, it is imperative that state-
funded programs provide quality mental health services.   
In the state of Oregon, publicly funded mental health services are provided 
through the Oregon Department of Human Services (DHS) and include outpatient, day 
treatment, and residential mental health services.  The Oregon Health Plan is offered 
through DHS to provide health care coverage to low-income Oregonians through 
programs administered by the Division of Medical Assistance Programs.  Currently, more 
than 380,000 people each month receive health care coverage through the Oregon Health 
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Plan (Oregon DHS, 2008).  The United States Department of Health and Human Services 
reported that Oregon ranked 22nd in total mental health expenditures at over $330 million 
in 2001 (SAMHSA, 2002).  In a typical year, over 250,000 children in Oregon are 
deemed eligible to receive publicly funded mental health services (Oregon DHS, n.d.) 
and in 2006, the publicly funded service system provided mental health and/or addiction 
treatment services to approximately 37,400 Oregonian children and adolescents (Oregon 
DHS, 2009).  In summary, a large proportion of youth receive some form of mental 
health service each year.  Thus, it is necessary to evaluate these services in a meaningful 
way.  Regular and systematic collection of service provision data is prudent as evaluation 
of services can contribute to program improvement, increased program efficiency and 
efficacy, and cost-effectiveness (Boecher & Neufeld, 2002).  Use of client perspective is 
one important method of program evaluation as it has been shown to be a consequence of 
quality treatment and a predictor of favorable outcomes (Druss, 1999; Pandiani, Banks, & 
Schacht, 2001; Roth & Crane-Ross, 2002; Trotter, 2008). 
The goal of the current study is to examine caregiver satisfaction with publicly 
funded children’s mental health services, the role of expectation in satisfaction, and 
possible demographic differences in satisfaction and its components.  I will begin by 
presenting general issues and characteristics of the population that typically utilizes 
publicly funded children’s mental health services and discuss the importance of client 
satisfaction measures, specifically the use of caregiver perspective measures.  
Components of client satisfaction with mental health services will be introduced as well 
as findings of demographic differences in these components.  The role of expectation in 
treatment and satisfaction will then be discussed and followed by specific hypotheses 
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regarding satisfaction, expectation, and demographic differences to be researched in the 
current study.    
Population Characteristics 
Children using publicly funded mental health services include children from low-
income families and children in out-of-home care, such as foster care and residential 
treatment centers.  These latter groups have been identified as particularly at-risk due to 
high rates of abuse and neglect affecting development and mental health (Bruskas, 2008; 
Nicholas, Roberts, & Wurr, 2003).  Children in residential homes and foster care have 
been found to have high rates of mental health issues and limited access to services 
(Simms, Freundlich, Battistelli, & Kaufman, 1999).  They have often been exposed to 
violence and abuse and may continue to experience difficulties within government 
systems.  It is important to note that children in residential homes and foster care are 
often not distinct groups as children often move through the system.  A child in foster 
care may later be moved to a residential treatment center or vice versa, for example, as 
difficulties alleviate or intensify.  Frequent changes in placement and, at times, less than 
adequate placements have been identified as factors that further put this population of 
children at-risk (Nicholas et al., 2003).  These children may receive a range of services 
depending upon their placement and mental health needs, sometimes moving between 
outpatient, day treatment, and residential mental health services.  
Children growing up in low-income families, even if they are living with family 
members, can also be more susceptible to mental health issues than their higher income 
counterparts.  Higher rates of clinically elevated internalizing and externalizing 
symptoms have been found in low-income children compared with normative data (Grant 
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et al., 2004).  Children from low-income families often face a myriad of stressors.  They 
may be exposed to more violence, separation from families, instability, chaos, and 
receive less social support (Evans, 2004).  Children from low-income families often have 
parents who are less able to be involved in their lives and are exposed to fewer resources 
(Evans, 2004).  They likely live in homes of a lower quality and may attend inferior 
schools (Evans, 2004).  Low-income children in urban settings are often exposed to high 
rates of crime, violence, delinquency, and substance use (Black & Krishnakumar, 1998).  
Such conditions produce environments that interfere with children’s development and 
increase risk of adverse mental health issues.  Evaluation of publicly funded mental 
health services is a critical component in better understanding and addressing the needs 
of this vulnerable group of children experiencing mental health problems. 
Importance of Client Satisfaction Measures 
 Evaluation of children’s mental health services is essential to formulating 
effective policies and plans for prevention and intervention and providing children with 
quality mental health services.  One method of evaluation is through the use of client 
satisfaction measures.  Use of client satisfaction measures is a popular method of 
evaluating the effectiveness of mental health and human service programs.  The 
movement toward a more client-centered approach to such programs has been influenced 
by legislation, policy makers, special interest groups, and a general trend in increasing 
outcome accountability in state-funded programs (Kapp & Propp, 2002).  There has been 
heightened interest in assessing client satisfaction of mental health services with the 
passage of such laws as the Community Mental Health Center Amendments of 1975 
(Byalin, 1993) and requirements that client satisfaction evaluations be included as a 
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measure of performance in grants from the Center for Mental Health Services 
(SAMHSA, 2003).  One of the six goals for the transformed mental health system 
identified in the New Freedom Commission on Mental Health report is that mental health 
care be client and family driven (New Freedom Commission on Mental Health, 2003).  
This includes client-conducted self-assessment of health needs, client decisions regarding 
how and by whom these needs can best be met, and client monitoring of the quality of 
received services (SAMHSA, 2004).  
The National Alliance on Mental Illness (NAMI) emphasizes the importance of 
including regular measurements of client and family satisfaction as a method of 
increasing accountability of mental health services.  NAMI has criticized an Oregon 
county’s mental health system, saying it exemplifies the lack of accountability in public 
mental health systems.  Inclusion of client satisfaction evaluation measures is indicated 
by NAMI as one way to improve the accountability of public mental health services 
(National Alliance on Mental Illness, n.d.). 
Client input regarding satisfaction can provide valuable feedback regarding 
quality of services.  Furthermore, measures of client satisfaction have been linked to 
program effectiveness.  In a study of client satisfaction and its correlation with other 
outcome measures in child protection services, significant results were found between 
satisfaction and worker estimates of client progress, between client satisfaction and 
further notifications, and between client satisfaction and children remaining at home 
(Trotter, 2008).  Such results suggest that measures of client satisfaction can provide 
important information regarding program effectiveness.   
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Similar findings have been found in various settings.  Satisfaction with services as 
reported by inpatient psychiatric ward clients has been found to be associated with 
decreased intensity of readmission (Druss, 1999).  Druss’s study included veterans with 
psychiatric diagnoses from whom information was obtained 6 months after discharge and 
compared to administrative data on subsequent readmissions.  Satisfaction with general 
service delivery was found to predict reduced likelihood of readmission and fewer days 
readmitted.  According to Druss, client satisfaction and administrative measures of 
quality are measuring similar underlying constructs.  
 A relationship between client satisfaction and treatment outcomes has also been 
found in forensic settings.  In a study of client satisfaction of adults in a community 
mental health program for severe and persistent mental illness and incarceration after 
treatment, a significant relationship between satisfaction and incarceration rates was 
found (Pandiani, Banks, & Schacht, 2001).  Within the following year, not only were the 
most satisfied clients significantly less likely to be re-incarcerated, but the least satisfied 
clients were more than twice as likely as the most satisfied clients to be incarcerated.  The 
researchers encouraged the use of self-report measures of satisfaction as a method of 
evaluating community mental health programs and emphasizing the importance of client 
perspective on the delivery of care as providing unique information that can be useful in 
the design and implementation of treatment programs.   
Measuring clients’ perceptions of services not only provides valuable feedback, 
but also conveys a message that consumers’ opinions are valued.  A 3-year longitudinal 
study examining client perceptions of services reported by adults with severe 
psychopathy found better symptomatology and quality of life outcomes in clients who 
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believed their needs were being met by their public mental health services (Roth & 
Crane-Ross, 2002).  Over half of the sample had a primary diagnosis of schizophrenia or 
other psychosis, approximately a quarter of the sample had a primary diagnosis of mood 
disorder, and the remainder of primary diagnoses included anxiety disorders, personality 
disorders, or other diagnoses.  The authors discussed the importance of having clients 
involved in their services.  Although the study was not designed to assess service 
empowerment, the impact of the perception that one has say or control over service 
decisions and the belief that providers are responsive to requests for contact were 
predictors of client satisfaction with their needs being met.  Inclusion of client opinion in 
evaluation of services may be another way of empowering clients.  Eliciting the opinion 
of clients is a way of conveying the importance of client involvement and perspective in 
treatment.   
Client dissatisfaction with services has been indicated as an important factor 
contributing to premature drop out of treatment (Garfield, 1963).  With estimates of the 
level of drop out from treatment ranging from 30 to 60 percent, retaining clients in 
treatment is critical both clinically and economically (Baekeland & Lundwall, 1975).  
When treatment is prematurely terminated, clients do not receive needed clinical services 
and staff time and mental health resources are used providing unfinished services 
(Chung, Pardeck, & Murphy, 1995).  Additionally, those who are satisfied with services 
and remain in treatment are less likely to be hospitalized (Sullivan, Wells, Morgenstern, 
& Leake, 1995).  Differences in treatment attrition have been found amongst ethnic 
groups with racial and ethnic minority clients substantially less likely to complete 
treatment than their Caucasian counterparts (Hsr, Joshi, Maglione, Chu, & Anglin, 2001).  
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African-American youths have also been found to be more than twice as likely as their 
Latino counterparts to prematurely drop out of treatment (Austin, & Wagner, 2010).  This 
study demonstrates the importance of considering demographic variables when 
researching client satisfaction.  Gaining a better understanding of client satisfaction with 
services is a necessary component of retaining clients in treatment.   
In summary, measuring client satisfaction with quality of services is important for 
several reasons, including the notion that client satisfaction with services has value in and 
of itself (Roth & Crane-Ross, 2002).  Satisfaction with services has been shown to be a 
consequence of quality treatment and a predictor of favorable outcomes across various 
settings and mental health diagnoses (Druss, 1999; Pandiani, Banks, & Schacht, 2001; 
Roth & Crane-Ross, 2002; Trotter, 2008).  Measures of client satisfaction provide unique 
information to aid in the design and implementation of effective treatment programs 
(Pandiani et al., 2001).  Much can be learned from clients’ perceptions of treatment and 
evaluation of services cannot be considered complete without inclusion of client self-
report measures.  Not only does including client opinion in service evaluation provide 
useful information, it also conveys a message that the voice of the client is valued (Roth 
& Crane-Ross, 2002).  It is important to note that the majority of the literature regarding 
satisfaction uses adult consumers and such findings may differ for child and adolescent 
populations.  Direct client opinion has been deemed useful in evaluating services, and, in 
the case of children, soliciting caregiver perspective has been found to be beneficial as 
well.  
Use of caregiver perspective.  It is not always possible to obtain direct reports of 
client satisfaction.  In the case of youth receiving services, caregiver satisfaction may be 
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just as important as the child or adolescent’s report.  Satisfaction with services has been 
found to be related to enhancing help-seeking behavior, improving compliance with 
treatment, and maintaining relationships with health professionals (Haas, 1999).  
However, caregivers are typically responsible for ensuring youth attend treatment and 
frequently are the ones to complete measures of treatment progress.  Thus, an unsatisfied 
caregiver who is not invested in a mental health treatment program can undermine its 
success.  In addition, caregiver perception is important due to their involvement in 
decision-making and collaboration in treatment planning and implementation (Walker, 
2001).  Indeed, caregiver satisfaction is also valuable given that meeting a family’s needs 
is often a major treatment goal (Rey, Plapp, & Simpson, 1999). 
Caregiver satisfaction with children’s mental health services is viewed as a 
measure of outcome and quality (Huang, Woolverton, & Hepburn, 2002).  Such measures 
can obtain information that would otherwise not be collected.  Variables that are 
important to families are often not represented in other outcome measures, such as 
convenience of location, ease of scheduling and accessing appointments, clinician and 
staff responsiveness and communication, and cost and billing procedures.  Similar to 
implications of other studies regarding satisfaction feedback, it has been argued that the 
evaluation of services of children in foster care cannot be considered complete without 
input from parents (Kapp & Vela, 2004).   
Caregiver opinion is needed in service evaluation as it has been found to be 
related to quality service provision and is also needed to engage and retain children in 
services.  A caregiver who does not find his or her child’s mental health treatment to be 
satisfying will likely discontinue services.  Due to the extremely influential role 
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caregivers play in their children’s lives, their perspectives can also be considered 
instrumental in providing feedback to contribute to quality service provision.  This study 
will investigate service satisfaction of caregivers of youth in the state of Oregon who 
received publicly funded mental health services. 
Factors that Comprise Client Satisfaction 
 In order to effectively study client satisfaction, it is necessary to consider the 
nature of the construct.  Several factors have been identified as important components of 
client satisfaction with mental health services.  These factors include access to services, 
family participation in treatment, cultural sensitivity, appropriateness of services, 
coordination of services, and perceived outcome.  By analyzing different dimensions of 
satisfaction, client perspective can be better understood and the provision of mental 
health services can be modified accordingly.  It should be noted that other factors have 
been examined as components of satisfaction with mental health services, such as 
perceived technical competence of the service provider, behavior or interpersonal skills 
of the service provider, and continuity of service (McNeill, Nicholas, Szechy, & Lach, 
1998).  The state of Oregon measures client perception of access to services, family 
participation in treatment, cultural sensitivity, appropriateness of services, coordination of 
services, and perceived outcome when assessing client satisfaction with mental health 
services; therefore, these will be the dimensions reviewed and analyzed in the current 
study.  Although the components of satisfaction are presented in distinct sections, there is 
overlap between these constructs.  For example, issues regarding cultural sensitivity may 
affect appropriateness of service.  Overlap will be discussed within sections in which they 
occur.  Demographic differences as related to each component of satisfaction will be 
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discussed within each section as applicable.  Demographic differences in overall 
satisfaction will be discussed in its own section.  It is important to note that the majority 
of this literature review is based on research on adult service consumers.  Research is 
currently lacking in regard to satisfaction of caregivers of children receiving mental 
health services and it is unknown how these populations may differ.  
Access to services.  Access to services, including convenience of time and 
location, is an important factor contributing to mental health service satisfaction.  As 
previously discussed, this literature review is based primarily on adult consumers.  
Satisfaction with access to services for adults receiving mental health services may be 
different from that of caregivers of children receiving such services.  In a study of clients’ 
overall perception of a hospital-based social work service, number of contacts with the 
social worker was positively related to evaluation of the service and proximity to the 
hospital site was found to influence access to services (McNeill et al., 1998).  The biggest 
complaint regarding non-helpful activities was that families were not able to utilize 
services due to location.  More sessions and longer follow-up were also recommendations 
indicated by the respondents.    
In another study examining satisfaction with quality of hospital-based social work 
services, Garber, Brenner, and Litwin (1986) also found results supporting the value of 
access to services in client satisfaction.  Forty-seven percent of participants were not 
satisfied with the timeliness of the initial intervention, preferring earlier intervention 
services.  Thirty-three percent would have liked to increase frequency of contact with 
their social worker.  Garber and colleagues emphasized the importance of timeliness of 
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services and also noted that both in- and outpatient clients reported similar levels of 
satisfaction with services.       
 The perceived inability to receive a desired frequency of services has been found 
to strongly impact treatment effectiveness.  The relations between frequency of services 
and client satisfaction and outcome were investigated in a sample of frequently 
hospitalized psychiatric patients (Dietzen & Bond, 1993).  Although service intensity was 
not found to be linearly related to client outcomes, low frequencies of service were found 
ineffective in reducing hospital use.  The results indicated that a minimum intensity of 
services, individualized for each client, must be maintained to reduce hospital use for this 
group.   
Results regarding the importance of access to services in providing quality 
treatment generally seem to be similar across settings.  In a study of clients using 
community care in the city of Westminster, England, 30 percent were concerned with 
increasing access to services or staff (Macdonald & Sheldon, 1997).  Of the clients in the 
sample who experienced compulsory admission to the hospital, 90 percent reported a 
belief that access to services that were not previously available might have prevented this 
step.  The researchers suggested that clients were not given opportunities to discuss their 
treatment with social workers nor were they always given information about their legal 
rights.   
 Children in foster care and residential children’s homes have been identified as a 
particularly vulnerable population known to have high rates of mental health issues and 
difficulty accessing timely and appropriate services (Nicholas, Roberts, & Wurr, 2003; 
Simms et al., 1999).  Thus, ease of access to services may be especially important for this 
   
 14 
population.  In a study of children in the United Kingdom, nearly half of the referred 
children were seen only once for mental health services while in residential children’s 
homes (Nicholas, et al., 2003).  The researchers indicated it may be possible that therapy 
was not offered until the children were in stable placements; however, it is highly likely 
that children who needed services were not receiving them.  
 Research has shown that children from ethnic minority groups often have more 
limited access to mental health services (Isaacs-Shockley, Cross, Bazron, Dennis, & 
Benjamin, 1996) and are more likely than their Caucasian counterparts to be put in more 
restrictive environments and placed in out-of-home care (Lewis, Shanok, Cohen, Kigfeld, 
& Frisone, 1980).  Thus, there may be demographic differences in perception and 
satisfaction with accessibility of mental health services and this particular area should be 
further researched.  In summary, access to services has been identified as an important 
component to satisfaction with mental health services due to its relationship to treatment 
outcome and the provision of quality services. 
Family participation in treatment.  Family involvement has been indicated as a 
requisite in providing quality children’s mental health care (Rosenstock & Vincent, 1979) 
and there has been a general shift from child-focused to family-centered care (Friesen & 
Koroloff, 1990).  Caregivers have reported wanting increased participation in their 
children’s care and parental participation has been found to improve children’s 
therapeutic outcomes.  In a study of children with severe emotional disturbances 
receiving services from a large, public mental health system, parental recommendations 
for enhancing the system of care included provision of parental support and training 
(Marcenko, Keller, & Delaney, 2001).  Other research has shown that families desire a 
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system of care that includes them in decision making, is respectful, and is supportive of 
both parents and children (Friesen & Stephens, 1989).   
Not only is there evidence to suggest families desire increased participation in 
their children’s treatment, parental involvement has been shown to enhance effects of 
intervention.  In a study of the effects of cognitive-behavioral group therapy with children 
with anxiety disorders, active parental involvement was found to be related to significant 
changes in coping strategies, with results being especially true for girls.  It is believed 
that parental involvement in treatment is superior as the parent is better able to accurately 
evaluate situations that are stressful for the child, appropriately respond, and provide 
social support (Mendlowitz et al., 1999).  Studies have also shown increased benefits of 
parental involvement in individual cognitive-behavioral therapy for anxiety disorders.  
Silverman, Kurtines, Jaccard, and Pina (2009) suggested success related to parental 
involvement in individual therapy may be due to a reciprocal influence between youth 
anxiety and parenting variables.  The authors reported believing changes in youth anxiety 
produce changes in parental anxiety.  Parental involvement been found to improve 
children’s therapeutic outcomes in individual and group outpatient treatment and has also 
been shown to improve functioning of participants in an adolescent partial hospitalization 
program (Waugh & Kjos, 1992).  Adolescents whose parents were involved in treatment 
reported significant improvements in school and home functioning and their parents 
reported reductions in the severity level and total pathology in their children.  The 
benefits of parental participation in children’s mental health services have been 
demonstrated across therapeutic contexts and treatments; however, effects may vary 
based on demographic differences.   
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The vast majority of research on parent involvement in children’s mental health 
services has included the mother as the participant and it is unclear how father 
involvement might affect study results (Tiano & McNeil, 2005).  Indeed, satisfaction 
with familial participation in state mental health services may differ depending upon a 
variety of demographic variables.  In a study of family perception of involvement in 
treatment, a series of focus groups with caregivers of children in residential treatment 
centers were conducted to better understand the viewpoints of African-American and 
non-African-American family members (Kruzich et al., 2002).  Some positive and 
negative experiences were found to be common across the groups, while some unique 
themes were found for African-American caregivers.  Common themes for both groups 
included initial and ongoing contact with their children, the importance of being involved 
in education and treatment planning, and recommendations for change, including the 
need to be respected, valued, and involved.  Concerns that were unique to African-
American family members included separation of child from family and community, use 
of medication, cultural and racial dissimilarity, staff stereotyping, communal 
responsibility, and the need for advocacy for other African-American children in the 
facility.  These specific concerns will be further explored in a subsequent section when 
discussing cultural sensitivity and perceived appropriateness of services.  Although 
family participation has been found to be related to satisfaction with services across 
demographic groups, factors affecting satisfaction may be somewhat different depending 
upon ethnicity (Kruzich et al., 2002). 
Cultural sensitivity.  In working with clients from diverse backgrounds, mental 
health service providers may misinterpret and pathologize symptoms, use ineffective 
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treatments, and misunderstand cultural interpersonal dynamics (Sue, 1998).  The National 
Association of State Mental Health Program Directors (NASMHPD) has asserted that 
cultural competence needs to be a critical quality-of-care concern that should permeate 
the entire system, in contrast to a compartmentalized, adjunct activity, and recommends 
that each state mental health system assess its cultural competence (NASMHPD, 2004).     
The importance of treatment providers’ sensitivity to the culture of their clients 
has been studied in many contexts.  In a study of children with severe emotional and 
behavioral disorders, caregiver opinion was elicited to better understand their 
perspectives regarding cultural appropriateness of services and satisfaction (Walker, 
2001).  Approximately half of the caregivers across demographic backgrounds reported 
service providers had done at least a fairly good job accommodating their beliefs and 
values in treatment planning and intervention.  The remaining half believed providers had 
not been especially culturally respectful.  Although caregivers were equally likely to 
report satisfaction and dissatisfaction with services, there was a different distribution for 
caregivers of different racial or ethnic communities or income level.  Caregivers from 
minority groups were more likely to report dissatisfaction related to respect for 
community/ethnic cultural values contributing to overall dissatisfaction.   
 In a previously mentioned study by Kruzich et al. (2002) that examined 
viewpoints of African-American and non-African-American family members of children 
in residential treatment centers, several unique concerns were expressed by the African-
American participants regarding cultural sensitivity.  The African-American family 
members felt that negative stereotypes by staff members potentially affected assessment 
and diagnosis of their child and staff understanding of their culture.  Some family 
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members believed their child had been given more severe diagnoses than appropriate or 
the causes of the problem were misattributed.  Family members talked about 
discriminatory treatment, such as staff members not allowing clients to wear their hair in 
Afros or braids.  African-American family members expressed more doubt than non-
African-Americans about whether their children could be well served in a residential 
treatment center.  The researchers point out that even if programs have philosophies and 
policies addressing the importance of cultural competence, the staff members who 
directly interact with the clients determine actual practice.  The African-American study 
participants expressed frustration at the lack of African-American and Latino staff 
members and articulated that it was not simply an issue of skin color, but a perceived lack 
of cultural similarity between the staff and clients.  The family members expressed 
concern, for example, that treatment emphases and values were not congruent with those 
of their culture.  This study brings up issues related not only to cultural sensitivity, but 
also to perceived appropriateness of services.  
The majority of research on ethnic differences regarding satisfaction with services 
either compares African-Americans and Caucasians or combines ethnic minority 
participants into a non-Caucasian group.  Overall, the literature is mixed with regard to 
which groups reported higher or lower levels of satisfaction.  Some studies suggest there 
are no significant differences between ethnic groups in regard to mental health service 
satisfaction (Copeland, Koeske, & Greeno, 2004).  In contrast, other studies supported 
greater satisfaction in relation to being Caucasian compared to non-Caucasian (Garland, 
Haine, & Boxmeyer, 2007; Kruzich et al., 2002; Walker 2001).  Finally, there is also 
evidence that caregivers of African-American children have higher levels of satisfaction 
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than caregivers of children of other ethnicities (Heflinger, Simpkins, Scholle, & Kelleher, 
2004).  There is more evidence to suggest people from ethnic minority groups are less 
satisfied with their mental health services; however, overall, a better understanding of the 
relationship between ethnicity and satisfaction with services is needed. 
Cultural sensitivity regarding ethnicity as well as other factors such as class and 
gender must be considered in order to provide satisfactory services (Smith & Devore, 
2004).  Different cultural variables have been found to have various relations to client 
satisfaction with mental health services.  In a study by Lora, Rivolta, and Lanzara (2003), 
sociodemographic variables explained only a low percentage of the variance in client 
satisfaction.  Other studies have shown increased age of client to be related to higher 
satisfaction (Leese, et al., 1998).   
In a series of focus groups of satisfaction with services of community mental 
health care clients, one of the three major themes identified was cultural sensitivity 
(Mason et al., 2004).  Specifically, clients wanted their culture and religion integrated 
into service delivery.  The other two themes were bonding with providers and provider 
competence/knowledge.  Focus groups with service providers were also conducted to 
identify barriers affecting quality of service.  The providers identified large caseloads and 
amount of paperwork as barriers to spending more time with clients.  Although clients 
identified cultural and religious integration into service delivery as important, the 
providers were more focused on direct treatment of the client’s presenting 
symptomatology.  Mason and colleagues suggested this difference may explain other 
study findings regarding the mistrust minorities feel toward providers.     
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Appropriateness of services.  Client perception of appropriateness of services 
received refers to the belief that the client got the help that was wanted, received a 
desired amount of services, and the services were the right fit for the client’s needs.  
Children from ethnic minority groups have been shown to be more frequently diagnosed 
with serious emotional disorders and to be placed in more restrictive settings more often 
than their Caucasian counterparts (Lewis, Shanok, Cohen, Kigfeld, & Frisone, 1980).  
Due to such findings and in keeping with the research regarding cultural sensitivity and 
family participation in services, African-American families may have differing concerns 
regarding appropriateness of services than Caucasian families (Kruzich et al., 2002).  The 
inclusion of client and caregiver opinions regarding appropriateness of mental health 
services is necessary to ensure programs are best meeting the needs of the client and 
providing services in settings that better meet the level of pathology of the client.   
Interviews regarding the experiences and levels of satisfaction of community care 
among clients in the city of Westminster, England revealed 50 percent of clients believed 
their needs were covered by the services they received and a further 25 percent believed 
their needs were ‘more or less’ covered (Macdonald & Sheldon, 1997).  Clients were 
more likely to report satisfaction if they perceived their services as being tailored to the 
nature and implications of their problems.  When asked about their perceived level of 
choice over the services they received and how often they received them, approximately 
50 percent reported believing they had no choice at all in the services they used and 23 
percent reported having ‘a little’ choice.  The researchers assert that clients should have 
more say in determining services and have opportunities to influence what services they 
receive.  It is concerning that so many individuals expressed low levels of satisfaction 
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and that they did not perceive having the ability to provide input in order to obtain more 
appropriate services. 
The perception of receiving inappropriate mental health services appears to be 
widespread.  In a series of focus groups conducted in Oregon and New York with 
families who received Medicaid and had children with a diagnosis of serious emotional 
disturbance, four common experiences were identified: crisis-oriented systems in which 
identification and treatment of disorders was delayed, a lack of child psychiatrists, limited 
access to intensive services, and a “cookie-cutter” approach to services (Semansky & 
Koyanagi, 2003).  This study provides important information about appropriateness of 
services received as well as issues regarding access to services.  Participants in the study 
reported that serious disorders were not accurately diagnosed until years after parents 
suspected their child had a disorder and that too few services and incorrect services were 
provided.  Eliciting consumers’ perceptions regarding appropriateness of their received 
services could aid in improved outcomes as well as increased satisfaction.    
Coordination of services.  Coordination of mental health services, both within 
the mental health system and between mental health care providers and other services 
outside the system (e.g., child welfare, juvenile justice, education), is another factor 
contributing to client satisfaction with services.  Often problematic is the lack of 
coordination of services for children who need mental health care.  
Children in out-of-home care have a variety of barriers affecting delivery of 
health services (Simms et al., 1999).  Simms and colleagues reviewed the literature on the 
delivery of health and mental health care services to children in foster care after welfare 
and healthcare reform.  They found that most public and private agencies providing 
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services for these children have no formal policies or arrangements to provide health care 
services.  In addition, information regarding prior service utilization is often difficult to 
obtain.  This is partially due to the children having erratic contact with a variety of health 
providers prior to placement and the social worker not always being able to review the 
child’s health history with the biological parents when the child is taken into care.  The 
responsibility of obtaining health care services is frequently placed on foster parents 
whom often do not receive training in accessing the health care system.  The researchers 
assert that the health care provided to these children is often inadequate, poorly 
coordinated, and not integrated among various providers of care.  Due in part to difficulty 
transferring information between providers and agencies and lack of data collection on 
health status, social workers are lacking information regarding the type of care received 
by the child and cannot effectively oversee the amount or quality of the services 
delivered.  Improved coordination of services may help clients overcome mental health 
care obstacles, thus increasing satisfaction with services and the frequency of positive 
outcomes.   
In examining patterns of specialty mental health service use in children involved 
with child welfare, degree of agency coordination, out-of-home placement, older age, and 
race/ethnicity were found to be the strongest predictors of service use rates (Hurlburt et 
al., 2004).  African-American and Latino children were less likely to receive specialty 
mental health services than Caucasian children.  Although the researchers did not identify 
possible causes of racial/ethnic differences in services use, they emphasized the 
importance of child welfare and mental health agencies better coordinating around the 
psychological needs of children to prevent disparities in service use among ethnic 
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minority children, who are often overrepresented in the child welfare system.  Increased 
specialty mental health services was also indicated as likely benefiting younger children 
and those remaining in their homes as these children also have a high level of need but 
disproportionately low rates of service use.  Further examination of possible demographic 
variability in perception of coordination of publicly funded mental health services would 
likely yield useful information regarding client satisfaction and service provision.   
Perceived outcome.  Perceived outcome reflects the consumer’s beliefs regarding 
the effectiveness of treatment.  As reviewed in the discussion of the importance of client 
satisfaction measures, client perception of outcome of mental health services is important 
for several reasons.  Client perception of outcome has been shown to positively correlate 
with therapists’ ratings of successful treatment (Balch, Ireland, McWilliams, & Lewis, 
1977), measures of client satisfaction have been linked to program effectiveness (Trotter, 
2008), and clients want to know if treatment is improving their lives (Huang, 
Woolverton, & Hepburn, 2002).   
The previously discussed variables of access to services, family participation in 
treatment, cultural sensitivity, appropriateness of services, and coordination of services 
are in regard to satisfaction within each of these domains.  The variable of perceived 
outcome, however, relates to a more general satisfaction with the emotional and 
behavioral outcomes of treatment.  Research regarding perception of treatment outcome 
has been shown to be a consequence of quality treatment and a predictor of favorable 
outcomes (Druss, 1999; Pandiani, Banks, & Schacht, 2001; Roth & Crane-Ross, 2002; 
Trotter, 2008); however, there is research to indicate it may be influenced by 
demographic variables.   
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Demographic differences.  Demographic variables may affect the previously 
discussed components of satisfaction.  Variables of interest when studying children’s 
mental health services include ethnicity, referral source, restrictiveness of setting, 
caregiver/child’s relationship, age, and gender.  Ethnicity, restrictiveness of setting, age, 
and gender were the variables made available by the state of Oregon to the researchers in 
the current study and will be discussed in further depth.   
Ethnicity.  As discussed above in the literature review of satisfaction with cultural 
sensitivity, the role of ethnicity in client satisfaction with mental health services is 
unclear due to conflicting research findings.  In a study of parent and child satisfaction 
with outpatient mental health services, levels of satisfaction between Caucasian clients 
and African-American clients were not found to be statistically significant (Copeland et 
al., 2004).  However, in a study of satisfaction of youth receiving publicly funded mental 
health services, greater satisfaction was related to being Caucasian compared to non-
Caucasian (Garland et al., 2007).  Conversely, in a study of caregiver satisfaction with 
their child’s Medicaid plan and behavioral health providers, caregivers of African-
American children gave higher ratings of satisfaction than those of children of other races 
(Heflinger et al., 2004).  It is unclear how the relationship between ethnicity and 
satisfaction may relate to expectation and service need, thus Heflinger and colleagues 
suggest a need for additional research.  Although there is more evidence to suggest 
minority groups are less satisfied with their mental health services (Garland et al., 2007; 
Kruzich et al., 2002; Walker 2001), additional research is needed.  Of youth within the 
foster care system, there has been some indication that males, particularly those from 
ethnic minority groups, may fare worse on a number of psychosocial indicators.  The 
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appraisal of services by this population may have significant influence on whether they 
seek mental health services in the future (Scott, Munson, & White, 2008).  Thus, a better 
understanding of how a client’s ethnicity may be related to satisfaction with mental 
health treatment is needed to better provide quality services and retain clients in 
treatment. 
Restrictiveness of setting.  The field is generally lacking in research regarding 
how restrictiveness of setting may affect client satisfaction with children’s mental health 
services.  In a study of children’s satisfaction with out-of-home care in South Australia, 
children in residential treatment reported being less satisfied than children in foster care 
(Delfabbro, Barber, & Bentham, 2002).  The number of residential treatments in the year 
prior to evaluation has also been found to predict lower satisfaction (Ruggeri, Biggeri, 
Rucci, & Tansella, 1998).  It is suggested that the higher level of behavioral and 
emotional severity of clients receiving residential care may impact satisfaction with 
treatment.   
Alternatively, restrictiveness of setting may not have an impact on client 
satisfaction.  In a study of satisfaction with social work services, including satisfaction 
with staff attitudes, staff effectiveness, the service delivery system, and overall 
helpfulness, inpatient and outpatient groups reported similar levels of satisfaction 
(Garber, et al., 1986).  Although there is overlap in service provision between social work 
services and mental health treatment, it is unknown how satisfaction of inpatients and 
outpatients might differ in regard to clients in mental health treatment.  As Garber and 
colleagues’ study included both adults and children, it is also unclear how results might 
generalize to a child-only sample.    
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Gender.  Although women typically report greater client satisfaction with mental 
health services than do men (Morse, Calsyn, Allen, & Kenny, 1994; Perreault, Rogers, 
Leichner, & Sabourin, 1996), it is unclear how caregiver satisfaction with children’s 
mental health services may be related to child’s gender.   
In a study of the relationships between parent and child reports of satisfaction, 
Copeland et al. (2004) found that older girls and African-American mothers of girls 
reported the lowest satisfaction ratings regarding their mental health treatment compared 
to other combinations of gender, race, and age; however the authors offered no possible 
explanation for such results.  Satisfaction may also differ in regard to the different 
components of satisfaction.  For example, parental involvement was found to be 
especially beneficial to treatment progress for girls (Mendlowitz et al., 1999).  Also as 
previously mentioned, there has been some indication that males, in particular, males 
from ethnic minority groups, may fare worse on a number of psychosocial indicators 
(Scott, Munson, & White, 2008).  For example, higher rates of alcohol abuse, substance 
dependence, and substance abuse were found for males than females who were formerly 
in foster care (Courtney et al., 2005).  Thus, gender groups may differ in their mental 
health needs and related satisfaction with mental health services.  The relationship 
between a child’s gender and his or her caregiver’s satisfaction with mental health service 
provision is currently unclear in the research literature. 
Age.  The role of child age in caregiver satisfaction with children’s mental health 
services is also unclear in the current body of research.  As previously discussed, younger 
children have been found to have disproportionately low rates of service use despite high 
levels of need (Hurlburt et al., 2004).  Although Hurlburt and colleagues attributed this to 
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issues in coordination, other factors, such as limited assess, may also be applicable.  
Results suggested that satisfaction between caregivers of older and younger groups may 
differ in regard to coordination and perhaps additional components of satisfaction.  Other 
demographic variables may confound results when attempting to understand the 
relationship between age and mental health service satisfaction.  As previously 
mentioned, Copeland et al.,  (2004) found a complex relationship between gender, race, 
and age, with older girls and African-American mothers of girls reporting the lowest 
satisfaction ratings. 
 Increased age of adult clients has been found to be related to higher levels of 
satisfaction with mental health services (Leese, et al., 1998).  In a study of unplanned 
endings of adults in primary care counseling, younger age was found to be associated 
with unplanned ending of treatment (Saxon, Ricketts, & Heywood, 2010).  As the 
majority of studies examining the relationship between age and satisfaction with services 
pertain to adult services, it is unclear how these findings might relate to children and 
adolescent’s mental health treatment.    
Expectation and Satisfaction 
 Expectation is considered influential in client satisfaction with mental health 
service provision and the role of expectation in treatment satisfaction has been examined 
in a variety of contexts.  There is evidence to suggest increased expectation is associated 
with greater satisfaction (Rosen, Heckman, Carro, & Burchard, 1994).  In a previously 
discussed study of multi-ethnic youths’ satisfaction with mental health services, more 
positive expectation about treatment service at entry was associated with greater 
satisfaction (Garland et al., 2000).  It has also been suggested that it is not increased 
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expectations that are associated with high satisfaction, but realistic expectation and the 
fulfillment of those expectations.  Garber, et al. (1986) purported that clients with less 
realistic expectations of service provision are less satisfied.  In a study of client 
expectation in health care, the effect of expectation on satisfaction with care provided by 
out-of-hours primary medical services was examined.  Patients who received the care 
they expected were found to be more satisfied than those who did not (McKinley, 
Stevenson, Adams, & Manku-Scott, 2002).   
 Expectation may also affect outcome.  In a study of prognostic expectations and 
outcome of brief therapy of recipients in community mental health setting, generally 
lower expectations correlated with more favorable outcomes (Greer, 1980).  These results 
are contrary to other research indicating that expectation of success is an important 
influence on positive therapeutic outcome (Dew & Bickman, 2005). 
Expectation has been indicated as an important predictor in client satisfaction and 
therapeutic outcome; however, there is conflicting evidence regarding the nature of this 
relationship.  Gaining a better understanding of the role of client expectation may provide 
information that can be used to deliver more satisfying and therapeutic services.  This 
study will examine the role of expectation in caregiver satisfaction with children’s mental 
health services.   
Current Study 
The goal of the current study was to determine how to better meet the needs of 
particular types of consumers of mental health care services.  Caregiver satisfaction with 
children’s publicly funded mental health service in the state of Oregon in 2009 was 
examined.  Mental health services provided through the Oregon Department of Human 
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Services (DHS) include outpatient, day treatment, and residential mental health services.  
DHS solicited the perceptions of caregivers regarding satisfaction with services, 
including access to services, family participation, cultural sensitivity, appropriateness of 
services, treatment outcome, and coordination as well as expectation of services.  
Caregivers included biological parents, adoptive parents, stepparents, foster care 
parent/provider, grandparent, or other relative or non relative.  The aim of this study was 
to better understand caregiver satisfaction with publicly funded children’s mental health 
services, the role of expectation in satisfaction, and possible demographic differences in 
satisfaction and its constructs.  The following hypotheses were based on the preceding 
literature review and will be evaluated in the present study.  
Hypotheses.  This study examined relations between the factors of caregiver 
satisfaction (access to services, family participation, cultural sensitivity, appropriateness 
of services, perceived treatment outcome, and coordination of services) with state-funded 
mental health services, group demographic differences in caregiver satisfaction with 
services, and how caregiver expectation of services is related to satisfaction with services.  
Specific hypotheses were as follows: 
Satisfaction Components hypothesis. 
1. It was hypothesized that there would be significant positive correlations between 
the components of caregiver satisfaction, including access to services, family 
participation, cultural sensitivity, appropriateness of services, treatment outcome, 
and coordination of services. 
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Exploratory satisfaction and expectation hypotheses.  Due to the lack of definitive 
research in this area, the following exploratory hypotheses were tested without prediction 
of direction. 
2. It was hypothesized that caregiver expectation of mental health services and 
perceived fulfillment of these expectations would be related to satisfaction with 
outcome of treatment.  
3. The quantity of caregiver expectations of state-funded mental health services and 
caregiver satisfaction with services was predicted to be significantly related.   
4. Significant relationships were predicted to be found between number of perceived 
results of the child receiving mental health services and caregiver satisfaction 
with services. 
Satisfaction and demographic hypotheses. 
5. The relations between children from racial/ethnic minority groups (African-
Americans, Asians, Latino/as, American Indians/Alaskan Natives, Native 
Hawaiians/Other Pacific Islanders, and multiethnic/others) and Caucasian 
children were investigated.  Caregivers with children from ethnic minority groups 
were predicted to be less satisfied with services than caregivers of Caucasian 
children. 
6. It was predicted that increased restrictiveness of setting would be related to lower 
satisfaction with access to services, family participation, cultural sensitivity, 
appropriateness of services, and perceived outcome. 
Exploratory demographic hypotheses.  It was hypothesized that the following 
demographic variables would influence satisfaction with state-funded mental health 
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services.  Two exploratory hypotheses were generated from the preceding literature 
review.  Although there is some evidence to support these research questions, the data 
was not sufficient to predict the directionality of the hypotheses. 
7. Significant relationships were predicted to be found between gender of child and 
satisfaction with access to services, family participation, cultural sensitivity, 
appropriateness of services, and perceived outcome. 
8. The relations between age of child and satisfaction with access to services, family 
participation, cultural sensitivity, appropriateness of services, and perceived 
outcome were investigated. 
Age and coordination of services hypothesis. 
9. It was hypothesized that age of the child would positively correlate with 
coordination of services. 
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Method 
Design and Procedure 
The information used in this study was gathered by the Oregon Department of 
Human Services (DHS) and Acumentra, a subcontractor to DHS, using the Youth 
Services Survey for Families (YSSF) and the Client Process Monitoring System (CPMS).  
The Youth Services Survey for Families is annually sent to caregivers of children and 
adolescents receiving publicly funded mental health services in the state of Oregon by 
DHS to elicit opinion and track progress.  Letters are mailed to potential participants 
informing them of the upcoming survey.  Approximately 2 weeks later, the first survey 
mailings occur.  The caregivers then mail the questionnaires back to DHS.  A second 
mailing is sent to non-responders approximately 1 month later.  All data received for each 
year’s evaluation is collected, compiled, and entered by the state.  The information was 
de-identified by the state before being provided to the current researchers for analysis and 
the current researchers had no contact with the study participants.  Only data regarding 
satisfaction and expectation in 2009 was utilized in the current study.   
Sample Characteristics 
 Participants in the data set included 1268 caregivers of children who received 
publicly funded mental health services in the state of Oregon in 2009.  Only participants 
with complete data for the satisfaction portion of the YSSF were included in the study, 
thus excluding 232 individuals.  The age of the children ranged from 2 years to 18 years 
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with a mean of 11.41 years and a standard deviation of 3.89 years.  Caregivers identified 
their children as being American Indian/Alaska Native (3.4%, n = 43), Native 
Hawaiian/Other Pacific Islander (0.2%, n = 2), black/African-American (3.3%, n = 42), 
Asian (0.9%, n = 12), other (12.8%, n = 162), or white/Caucasian (79.4%, n = 1007).  
Due to the low n of participants with ethnically diverse children, the individuals from 
ethnic minority groups (black/African-American, American Indian/Alaska Native, Native 
Hawaiian/Other Pacific Islander, Asian, and other) were analyzed as one group (20.6%, n 
= 261) and compared to the group of white/Caucasian individuals.  This should be 
considered a major limitation of the current study and will be further discussed in the 
Discussion section.  When correlations were conducted, the ethnic minority group was 
level 1 and the Caucasian group level 2.  In addition, the YSSF inquires as to whether the 
child is of Spanish/Hispanic/Latino origin.  The majority of caregivers reported their 
children were not of Hispanic or Latino/a origin (83.9%, n = 83.9) with 16.1 percent (n = 
188) reporting their children were of Hispanic or Latino/a origin.  The sample consisted 
of 727 (57.3%) males and 541 (42.7%) females.  When correlations regarding gender 
were conducted, the female gender group was level 1 and the male gender group was 
level 2.  For the purposes of analysis, the children were classified as having one of the 
following types of services: psychiatric residential (n = 21, 1.7%), day treatment (n = 34, 
2.7%), or outpatient (n = 1213, 95.7%).   
Measures 
Youth Services Survey for Families.  The Youth Services Survey for Families 
(YSSF) is a national survey instrument designed to measure caregiver perceptions of 
state-funded mental health services and the actual services received by Medicaid clients 
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in Oregon.  The YSSF measure was developed by the Mental Health Statistical 
Improvement Project (MHSIP) and is endorsed by the National Association of State 
Mental Health Program Directors.  It measures caregiver perspective of services in the 
following domains: access to services (i.e. convenience of location and time), family 
participation in the child’s treatment, staff sensitivity to the child’s cultural background, 
appropriateness of services received, coordination of services (within the mental health 
system and between mental health providers), perceived treatment outcomes, and 
coordination between DHS and other service providers as well as expectation regarding 
the child’s treatment and demographic information.  The measure is available in both 
English and Spanish.  The current study utilized 93 (7.3%) returned Spanish forms and 
1175 (92.7%) returned English forms.   
Little research has been done using the YSSF.  This measure has, however, been 
found to be reliable (Riley, Stromberg, & Clark, 2005).  Riley et al. administered the 
instrument to 1,500 caregivers of youth whom received publicly funded services at 14 
community mental health centers in Kentucky.  A factor analysis revealed the following 
caregiver-perceived factors: appropriateness, outcome, participation in treatment, access, 
and cultural sensitivity.  Considered together, these factors of the YSSF accounted for 69 
percent of the total variance.  The overall Chronbach’s alpha of .94 indicates the items 
are satisfactorily related in measuring satisfaction.  In order to determine the stability of 
the components, the items in each were also analyzed for internal reliability.  
Chronbach’s alpha coefficients in this sample were: Appropriateness (α = .94), Outcome 
(α = .88), Cultural Sensitivity (α = .89), Participation in Treatment (α = .79), and Access 
(α = .66).  Each component exceeded Nunnely’s threshold of .70. 
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The 2009 YSSF contains 22 items regarding the domains of satisfaction presented 
using a 5-point Likert Scale with responses ranging from “Strongly Disagree” to 
“Strongly Agree.”  It also includes questions regarding age and ethnicity of the child, 
when the child began receiving services, expectations regarding provision of services (10 
possible choices, the respondent can check as many as apply), whether the child has been 
suspended, expelled, or arrested in the past 12 months, and whether the child uses alcohol 
and/or illicit substances.  Only questions regarding demographics, satisfaction, and 
expectation were used in the current study.  Table 1 lists sample questions from the 
access, participation, cultural sensitivity, appropriateness, and outcome components and 
the number of items within each component.  Internal consistency estimates of reliability 
were computed for the satisfaction components and both Cronbach’s alpha and 
coefficient alpha were found to be .86; thus indicating satisfactory reliability.  Cronbach’s 
alpha was also computed for internal reliability within each of the components and were 
found to be as follows: access: .73, participation: .84, cultural sensitivity: .91, 
appropriateness: .95, and outcome: .97.  Overall, the components were found to have 
satisfactory reliability, with access having the lowest reliability.  This component consists 
of two questions.  One of the questions asks about location and the other asks about time 
of appointment.  Thus, as these questions are regarding two distinct aspects of 
accessibility that are not necessarily associated, the questions within this component 
appear to be less related.   
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Table 1 
Satisfaction Component Sample Questions and Number of Items within Components 
Component Sample Questions 
Access The location of the services was convenient. 
Services were available at a convenient time. 
Number of items: 2 
Participation I helped to choose my child’s services. 
I participated in my child’s treatment. 
Number of items: 3 
Cultural Sensitivity Staff were sensitive to my cultural background. 
Staff spoke with me in a way I can understand. 
Number of items: 4 
Appropriateness The services my child received were right. 
My family got the help we wanted for my child. 
Number of items: 6 
Outcome My child is better at handling daily life. 
My child is better able to cope when things go wrong. 
Number of items: 7 
 
  
In addition to the access, participation, cultural sensitivity, appropriateness, and 
outcome components, is the coordination of services component, which is measured 
somewhat differently.  For this component, the caregiver is asked to indicate the types of 
providers from whom the child received services (i.e., another mental health provider, 
child welfare worker, parole officer of the Oregon Youth Authority, the local Juvenile 
Justice Department, a special education teacher, a developmental disabilities worker, an 
alcohol or drug treatment provider, and/or a physical health care provider) and then rate 
level of satisfaction with the DHS and the other service providers’ ability to work 
together in providing treatment for the child.  For this series of questions, the caregiver is 
first asked to indicate whether, during the time the child received services through the 
publicly funded mental health treatment provider, he or she also received services 
through one or more of the previously listed providers (question 32 on appendix 
questionnaire).  The caregiver is then asked to what extent he or she is satisfied with the 
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willingness and ability of the provider to work together with the other provider, if they 
have in fact received services from another provider (i.e., question 33 on appendix 
questionnaire).  A Likert scale of 1 (strongly dissatisfied) to 5 (strongly satisfied) is used 
to measure satisfaction and the ability to indicate if the question does not apply due to the 
child not needing and not receiving services or due to the child needing but not receiving 
services is provided. 
There are 2 questions regarding caregiver expectation.  The caregiver is first 
asked to complete the statement “I expected that my child would …” with the following 
options: become happier, become less anxious or fearful, become more respectful or 
responsible, feel better about himself/herself, do better in school, get along better with 
family, get along better with other children, stop or reduce use of drugs or alcohol, stop 
hurting others, and/or stop hurting himself/herself.  The caregiver is permitted to choose 
as many options as apply.  The second question asks the caregiver to indicate what he or 
she perceived to have actually happened as a result of the child receiving mental health 
services by completing the statement, “My child has…” with the same ten options 
previously listed.  As with the first question, the caregiver is permitted to choose as many 
options as apply.   
In order to gain a better understanding of caregiver expectation and the perceived 
achievement of the expectations, the three most frequently reported expectations and 
perceived results were further analyzed.  Caregivers’ responses to expectation item (d) “I 
expected that my child would feel better about himself/herself” and expectation result 
item (d) “My child has been feeling better about himself/herself” were assigned to the 
following groups: Group 1 (n = 635, 50.1%) had this expectation and perceived this 
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result, Group 2 (n = 395, 31.2%) had this expectation and did not perceive this result, 
Group 3 (n = 41, 3.2%) did not have this expectation and did perceive this result, and 
Group 4 (n = 197, 15.5%) did not have this expectation and did not perceive this result.  
Thus, the majority of participants had the expectation and perceived the result and the 
minority did not have the expectation but did see the result.   
As with item (d), responses to item (f) were also categorized for further analysis.  
Caregivers’ responses to item (f) “I expected that my child would get along better with 
family” and expectation result item (f) “My child has been getting along better with 
family” were assigned to the following groups: Group 1 (n = 595, 46.9%) had this 
expectation and perceived this result, Group 2 (n = 377, 29.7%) had this expectation and 
did not perceive this result, Group 3 (n = 54, 4.3%) did not have this expectation and did 
perceive this result, and Group 4 (n = 242, 19.1%) did not have this expectation and did 
not perceive this result.  As with item (d), the majority of participants had the expectation 
and perceived the result and the minority did not have the expectation but did see the 
result. 
Similarly, responses to item (a) were categorized for further analysis.  Caregivers’ 
responses to item (a) “I expected that my child would become happier” and expectation 
result item (a) “My child has become happier” were assigned to the following groups: 
Group 1 (n = 588, 46.4%) had this expectation and perceived this result, Group 2 (n = 
332, 26.2%) had this expectation and did not perceive this result, Group 3 (n = 57, 4.5%) 
did not have this expectation and did perceive this result, and Group 4 (n = 291, 22.9%) 
did not have this expectation and did not perceive this result.  These Expectation Groups 
were compared to investigate potential differences between groups in satisfaction with 
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perceived outcome.  In summary, across the most popularly endorsed items further 
analyzed in this study, the majority of participants had the expectation and perceived the 
result and the minority did not have the expectation but did see the result.  Across these 
three items, 46.4 to 50.1 percent of the sample had a positive expectation that they 
perceived as being met and 3.2 to 4.5 percent perceived a result they were not expecting 
to occur.  Overall, more individuals had expectations going into treatment then those who 
did not.   
Client Process Monitoring System.  The Client Process Monitoring System 
(CPMS) is a management tool used by DHS that provides information about clients 
served and documents episodes of care that are delivered by providers who are supported 
by public funding.  This system contains data on mental health and chemical dependency 
treatment services delivered by providers receiving public funds.  Demographic and 
service information is collected at the initiation and termination of a treatment episode.  
Data about the client includes: gender, race/ethnicity, date of birth, place of residence, 
household income, diagnosis (broadly categorized), years of education, living 
arrangement, and arrest history.  Data about the treatment service includes: when the 
service was provided, nature of service provided (i.e., psychiatric residential, outpatient, 
day treatment), type of service provider, referral source, and reason for termination.  This 
information was accessed to gather information regarding the child’s gender and source 
referring the child for treatment.  This study utilized the gender and race/ethnicity 
variables.  All other information obtained by the CPMS was excluded.   
The data from the 2009 YSSF and CPMS were linked by DHS using Medicaid 
prime numbers.  These identifying numbers and all other identifying information were 
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removed from the data set prior to being made available to the researchers, as per DHS 
confidentiality policy.  
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Results 
Variables 
Table 2 contains a brief description of the variables and abbreviations that will be 
used in the Results section.   
Table 2 
Variable Abbreviations and Descriptions 
Variable Abbreviation Description 
Satisfaction: 
Appropriateness Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with appropriateness of 
services received. 
Family Participation Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with family involvement in 
the child’s treatment. 
Access Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with access to services.  
Cultural Sensitivity Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with staff sensitivity to the 
child’s cultural background. 
Outcomes Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with treatment outcomes. 
Coordination Component of satisfaction from the YSSF designed to 
measure caregiver satisfaction with DHS and other 
providers’ coordination of the child’s services.  Includes 
coordination between DHS and: (a) another mental health 
provider, (b) a child welfare worker, (c) a parole officer of 
the Oregon Youth Authority (OYA), (d) the local Juvenile 
Justice Department (JJD), (e) a special education teacher, (f) 
a developmental disabilities (DD) worker, (g) an alcohol or 
drug treatment (tx) provider, and/or (h) a physical health 
worker.    
Expectation: 
Expectation Total YSSF domain designed to measure the total number of 
caregiver expectations regarding possible results of the child 
receiving mental health services. 
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Expectation Result Total YSSF domain designed to measure the total number of 
caregiver perceived results of the child receiving mental 
health services. 
Demographics: 
Ethnicity Ethnicity of the child receiving services. 
Restrictiveness Restrictiveness of the setting in which the child is receiving 
services.  Includes psychiatric residential, day treatment, and 
outpatient settings with psychiatric residential considered 
most restrictive and outpatient least restrictive. 
Age Age of the child receiving services reported in years. 
Gender Gender of the child receiving services. 
  
Variable Distribution 
The satisfaction and expectation variables were not highly skewed or kurtotic.  
See Table 3 for information on skewness and kurtosis of these variables.  In general, 
satisfaction measures have been found to have a tendency for positive skewness (Haas, 
1999).  The only variable with skewness or kurtosis greater than 2 was cultural 
sensitivity, which had a kurtosis of 2.82.  This suggests a low degree of variability in this 
variable with most scores clustered around the ‘neutral’ category.  As the kurtosis was 
moderate, this variable was not transformed.   
Table 3 
Skewness and Kurtosis of the Satisfaction and Expectation Variables 
Variables  Skewness Kurtosis 
Appropriateness -.98  .42 
Family Participation -1.06  .99 
Access -1.06 1.09 
Cultural Sensitivity -1.30 2.82 
Outcomes -.76 .27 
Expectation Total -.52 -.26 
Expectation Result Total .24 -1.07 
Coordination with…   
(a) another mental health provider -1.13 .78 
(b) a child welfare worker -1.01 1.00 
(c) a parole officer of OYA -.88 -.16 
(d) the local JJD -.70 -.29 
(e) a special education teacher -1.04 .51 
(f) a DD worker -1.21 1.28 
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(g) an alcohol/drug tx provider -1.05 .71 
(h) a physical health worker -1.24 1.70 
 
Preliminary Analyses 
Table 4 provides sample characteristics including means, medians, and standard 
deviations for the satisfaction and expectation variables.   
Table 4 
Sample Characteristics 
Variable Mean Median SD 
Appropriateness 3.87 4.00 1.01 
Family Participation 4.04 4.00 .89 
Access  4.05 4.00 .89 
Cultural Sensitivity 4.35 4.50 .71 
Outcomes 3.63 3.86 .99 
Expectation Total 5.65 6.00 2.39 
Expectation Result Total 3.69 4.00 2.84 
 
Most people were more satisfied than not.  The component with the highest mean 
satisfaction was cultural sensitivity and that with the lowest mean satisfaction was 
perceived outcomes.  A one-way repeated measures multivariate analysis of variance 
(MANOVA) was conducted to determine if the mean differences in groups was 
significant.  Results revealed significant effects, Pillai’s Trace = .39, F(4, 1264) = 5.57, p 
< .01, multivariate η2 = .39.  Significant differences (p < .01) were found between all 
factors except participation and access (p = .73).  Overall, caregivers have a higher 
number of expectations for their child’s services than what they perceive to have actually 
happened.  This difference was statistically significant (t(1267) = 25.09, p < .01) with a 
mean change of 1.96.  Despite this drop from what caregivers expected, all components 
were rated as being above the middle point on the scale, indicating participants were, on 
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average, at least “Somewhat Satisfied.”  However, the high variability in these scores, 
particularly for the expected results, is notable. 
Table 5 provides information regarding satisfaction with coordination of services 
data between the publicly funded mental health treatment provider and another mental 
health provider, a child welfare worker, a parole officer of the Oregon Youth Authority 
(OYA), the local Juvenile Justice Department (JJD), a special education teacher, a 
developmental disabilities (DD) worker, an alcohol or drug treatment (tx) provider, 
and/or a physical health worker.  It should be noted that many caregivers indicated no 
other services were received but provided ratings of satisfaction between service 
providers.  These cases were not included in this analysis as it was unclear why a 
caregiver would rate a service they were not receiving.  Many caregivers also indicated 
they had received the services but also indicated the child “didn’t need or receive 
services” or the child “did need but didn’t receive services.”  These cases were also not 
included in this analysis due to lack of complete data.  Thus, only those who indicated 
received services and provided a response that indicated a service had been provided 
were included.  The number of participants who provided responses for both needed 
portions of each variable is listed below.  As the data set included 1268 participants, it is 
apparent that a high number of participants did not provide complete data on these items.   
Table 5  
Sample Characteristics for Coordination of Services 
Variable n Mean Median SD 
(a) another mental health provider 212 4.12 4.00 .99 
(b) a child welfare worker 278 3.96 4.00 .96 
(c) a parole officer of OYA 50 3.84 4.00 1.17 
(d) the local JJD 84 3.69 4.00 1.17 
(e) a special education teacher 380 3.98 4.00 1.08 
(f) a DD worker 106 4.07 4.00 1.03 
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(g) an alcohol/drug tx provider 41 3.88 4.00 1.10 
(h) a physical health worker 429 4.16 4.00 .89 
 
 Overall, caregivers reported being satisfied with the coordination of their 
children’s services.  Mean satisfaction with coordination ranged from 4.16 to 3.69 with 
the median response for all components being 4.00.  Thus, all components were rated as 
being above the middle point on the scale, indicating participants were, on average, at 
least “Somewhat Satisfied,” with the median participant response being “Satisfied.”  
Further analyses were not run across services as the amount of those who used each 
service varied and would not accurately represent satisfaction with various providers.  
The greatest service usage was of physical health workers, followed by special education 
teachers.  The least service usage was for alcohol/drug treatment providers. 
The bivariate correlations between the satisfaction and expectation variables are 
presented in Table 6.  The bivariate correlations between the satisfaction components 
(excluding coordination), expectation, and demographic variables are presented in Table 
7.  The coordination of services variable is presented in an alternate table due to size 
constraints.  Thus, the bivariate correlations between the satisfaction with coordination 
and demographic variables are presented in Table 8.  Overall, the correlations were in the 
expected direction with increased scores on satisfaction components related to increased 
scores on other satisfaction components.  Results will be further discussed in the section 
regarding the hypothesis for components of caregiver satisfaction. 
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Table 6 
 
Correlations Among Satisfaction and Expectation Variables  
Variable 1 2 
n=1268 
3 
n=1268 
4 
n=1268 
5 
n=1268 
6 
n=212 
7 
n=278 
8 
n=50 
9 
n=84 
10 
n=380 
11 
n=106 
12 
n=41 
13 
n=429 
14 
n=1268 
15 
n=1268 
1. Appropriate -- .642** .567** .642** .751** .637** .522** .738** .648** .457** .727** .542** .409** .035 .521** 
2. Participation -- .441** .548** .490** .413** .323** .375** .404** .347** .584** .235 .348** .099** .321** 
3. Access   -- .521** .439** .369** .205** .537** .449** .273** .426** .237 .315** .054 .290** 
4. Cultural Sensitivity  -- .454** .490** .311** .593** .449** .377** .588** .323* .453** .076** .298** 
5. Outcomes    -- .507** .359** .660** .650** .369** .563** .659** .350** .004 .655** 
6. Another Mental Health Provider   -- .667** .722* .656** .352** .451* .798** .359** .047 .316** 
7. Child Welfare       -- .869** .768** .547** .579** .477 .277** .142* .297** 
8. OYA         -- .948** .268 .845 .394 .836** .291* .606** 
9. JJD         -- .340 .821** .374 .419** .088 .439** 
10. Special Education        -- .823** .388 .492** -.005 .275** 
11. DD Worker          -- .720 .623** .116 .375** 
12. Alcohol/drug Treatment Provider         -- .481* .097 .363* 
13. Physical Health Worker           -- .023 .239** 
14. Expectation Total            -- .448** 
15. Expectation Result Total             -- 
*p < .05, two-tailed. ** p < .01, two-tailed. 
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Table 7 
 
Correlations Among Demographic, Expectation, and Select Satisfaction Variables  
Variable 1 2 3 4 5 6 7 8 9 10 11 
1. Appropriateness -- .642** .567** .642** .751** .035 .521** .008 .042 -.081** -.035 
2. Participation  -- .441** .548** .490** .099** .321** .003 .059* -.128** .048 
3. Access    -- .521** .439** .054 .290** -.001 -.009 -.077** -.032 
4. Cultural Sensitivity    -- .454** .076** .298** -.011 -.020 -.059* -.001 
5. Outcomes     -- .004 .655** .030 .040 -.060* -.027 
6. Expectation Total      -- .448** .038 .084** .041 .049 
7. Expectation Result Total      -- .046 .096** -.017 -.026 
8. Ethnicity        -- -.002 .014 .010 
9. Restrictiveness         -- -.016 .088** 
10. Age          -- -.007 
11. Gender           -- 
Note. Includes all satisfaction variables except coordination with services.  
*p < .05, two-tailed. ** p < .01, two-tailed. 
n=1286 for all variables. 
Ethnicity: ethnic minority group=1; Caucasian group=2. 
Gender: female group=1; male group=2. 
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Table 8 
 
Correlations Among Demographic and Satisfaction with Coordination Variables  
Variable 1 2 
n=1268 
3 
n=1268 
4 
n=1268 
5 
n =212 
6 
N =278 
7 
n =50 
8 
n =84 
9 
n =380 
10 
n =106 
11 
n =41 
12 
n =429 
1. Ethnicity -- -.002 .014 .010 -.101 .048 -.131 .086 -.013 -.028 -.169 -.001 
2. Restrictiveness -- -.016    .088** -.151* -.026 .134 .009 .031 .038 -.152 .032 
3. Age   -- -.007 .024 -.080 -.016 -206 -068 -.228* -.091 -.089 
4. Gender    -- -.060 -.099 .277 .079 .019 -.024 .070 .010* 
5. Another Mental Health Provider  -- .667** .722* .656** .352** .451* .798** .359** 
6. Child Welfare      -- .869** .768** .547** .579** .477 .277** 
7. OYA        -- .948** .268 .845 .394 .836** 
8. JJD        -- .340 .821** .374 .419** 
9. Special Education       -- .823** .388 .492** 
10. DD Worker         -- .720 .623** 
11. Alcohol/drug Treatment Provider        -- .481* 
12. Physical Health Worker          -- 
*p < .05, two-tailed. ** p < .01, two-tailed. 
Ethnicity: ethnic minority group=1; Caucasian group=2. 
Gender: female group=1; male group=2. 
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Hypothesis for Components of Caregiver Satisfaction 
It was hypothesized that there would be significant positive correlations between 
the components of caregiver satisfaction, including access to services, family 
participation, cultural sensitivity, appropriateness of services, and perceived treatment 
outcome.  Correlation coefficients were computed for these components and are 
presented in Table 6.  Appropriateness of services, family participation, access to 
services, cultural sensitivity, and perceived outcome were positively correlated with each 
other at the .01 level.  The correlations were in the expected direction with increased 
scores on satisfaction components related to increased scores on other satisfaction 
components.  Additionally, the satisfaction components were found to be positively 
correlated with satisfaction with coordination of services at the .01 level for a majority of 
the services.  Exceptions included satisfaction with coordination of services between 
DHS and drug/alcohol treatment providers with cultural sensitivity, which was found to 
be significant at the .05 level and drug/alcohol treatment providers with the family 
participation and access components, which were not found to be significantly correlated.  
Hypotheses for Expectation and Satisfaction 
Caregiver expectation.  Table 9 provides data regarding frequency of the 10 
different expectations regarding results of the child receiving mental health services.  The 
most frequent expectation of the caregivers was item (d) “I expected that my child would 
feel better about himself/herself.”  Additionally, the most frequent perception of what 
actually happened as a result of the child receiving mental health services was item (d) 
“My child has been feeling better about himself/herself.”  The second most endorsed 
expectation was item (f) “I expected that my child would get along better with family.”  
   
 50 
Similarly, the second most frequent perception of what actually happened was item (f) 
“My child has been getting along better with family.”  Item (a) “I expected that my child 
would become happier” was the fourth most frequent expectation and item (a) “My child 
has become happier” was the third most frequent perception of what actually happened.  
As these were the most frequently reported expectations and perceived results, these 
areas will be explored in greater depth.   
Table 9 
Caregiver Expectation and Perception of Result 
I expected that my child would… Ranking n Percent 
(d) feel better about himself/herself 1 1030 81.2 
(f) get along better with family 2 972 76.7 
(c) become more respectful or responsible 3 933 73.6 
(a) become happier 4 920 72.6 
(e) do better in school 5 889 70.1 
(b) become less anxious or fearful 6 835 65.9 
(g) get along better with other children 7 825 65.1 
(i) stop hurting others 8 350 27.6 
(j) and/or stop hurting himself/herself 9 297 23.4 
(h) stopped or reduced use of drugs or alcohol 10 70 5.5 
My child has… Ranking n Percent 
(d) been feeling better about himself/herself 1 676 53.3 
(f) been getting along better with family 2 649 51.2 
(a) become happier 3 645 50.9 
(b) become less anxious or fearful 4 601 47.4 
(e) done better in school 5 596 47.0 
(c) become more respectful or responsible 6 563 44.4 
(g) been getting along better with other children 7 533 42.0 
(j) stopped hurting himself/herself 8 185 14.6 
(i) stopped hurting others 9 165 13.0 
(h) stopped or reduced use of drugs or alcohol 10 70 5.5 
Note. Ranking indicates response popularity in ascending to descending order.   
 
As discussed in the Method section, the three most frequently reported 
expectations and perceived results (items d, f, and a) were further analyzed to investigate 
potential differences between groups in satisfaction with perceived outcome.  Group 1 
had the expectation and perceived the result, Group 2 had the expectation and did not 
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perceive the result, Group 3 did not have the expectation and did perceive the result, and 
Group 4 did not have the expectation and did not perceive the result. 
Expectation groups.  Feeling better.  Differences between the Expectation 
Groups and satisfaction with perceived outcome (PO) were investigated without 
hypothesis of result.  The caregivers’ responses to expectation item (d) “I expected that 
my child would feel better about himself/herself” and expectation result item (d) “My 
child has been feeling better about himself/herself” were assigned to either Group 1 (had 
this expectation and perceived this result), Group 2 (had this expectation and did not 
perceive this result), Group 3 (did not have this expectation and did perceive this result), 
and Group 4 (did not have this expectation and did not perceive this result).  A one-way 
analysis of variance (ANOVA) was conducted to evaluate the relationship between the 
independent variable, Expectation Group for item (d), and the dependant variable, 
satisfaction with PO.  The ANOVA was significant, F(3, 1264) = 208.63, p < .01.  The 
strength of the relationship between the Expectation Group and satisfaction with PO, as 
assessed by η2 was strong, with Expectation Group accounting for 33 percent of the 
variance of the dependant variable.   
Follow up tests were conducted to evaluate the pairwise differences among the 
means.  Levene’s Test for Equality of Variances was significant (p < .01), so equal 
variance was not assumed and post hoc comparisons were conducted with the use of 
Dunnett’s C test, a test that does not assume equal variances between the groups.  For 
both Groups 2 and 4, there were significant differences in the means between the groups 
and all of the other groups.  No significant differences were found between Groups 1 and 
3.  Both Groups 2 and 4 did not perceive the result “My child has been feeling better 
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about himself/herself.”  Group 2 reported the lowest satisfaction with PO.  This group 
had the expectation the child would feel better about himself/herself but did not believe 
this had occurred.  The group to report the second lowest mean level of satisfaction with 
PO was Group 4.  This group did not have the expectation the child would feel better 
about himself/herself and did not perceive this to have occurred.  The group to report the 
highest mean level of satisfaction with PO was Group 1.  This group had the expectation 
and believed it occurred.  The 95 percent confidence intervals for the pairwise 
differences, as well as the means and standard deviations for the groups, are reported in 
Table 10. 
Table 10 
95% Confidence Intervals of Pairwise Differences in Mean Changes in Outcome 
Satisfaction for Item (d) 
Group M SD Group1 Group 2 Group 3 
Group 1 4.14 .64    
Group 2 2.86 .96 1.14 to 1.42*   
Group 3 3.91 .74 -.09 to .54 -1.38 to -.72*  
Group 4 3.45 .94 .50 to .87* -.81 to -.38* .10 to .81* 
Note. An asterisk indicates that the 95% confidence interval does not contain zero, and therefore the 
difference in means is significant at the .05 significance using Dunnett’s C procedure. 
 
Getting along better with family.  Differences between the Expectation Groups 
and satisfaction with PO were investigated without hypothesis of result.  An ANOVA 
was conducted to evaluate the relationship between the independent variable, Expectation 
Group for item (f), and the dependant variable, satisfaction with PO.  This ANOVA used 
the four designated groups as defined in the previous ANOVA.  The ANOVA was 
significant, F(3, 1264) = 214.41, p < .01.  The strength of the relationship between the 
Expectation Group and satisfaction with PO, as assessed by η2 was strong, with 
Expectation Group accounting for 34 percent of the variance of the dependant variable.   
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Follow up tests were conducted to evaluate the pairwise differences among the 
means.  Levene’s Test for Equality of Variances was significant (p < .01), so equal 
variance was not assumed and post hoc comparisons were conducted with the use of 
Dunnett’s C test, a test that does not assume equal variances between the groups.  For 
both Groups 2 and 4, there were significant differences in the means between the groups 
and all of the other groups.  No significant differences were found between Groups 1 and 
3.  Both Groups 2 and 4 did not perceive the result “My child has been getting along 
better with family.”  Group 2 reported the lowest satisfaction with PO.  This group had 
the expectation the child would get along better with family but did not believe this had 
occurred.  The group to report the second lowest mean level of satisfaction with PO was 
Group 4.  This group did not have the expectation the child would get along better with 
family and did not perceive this to have occurred.  The group to report the highest mean 
level of satisfaction with PO was Group 1.  This group had the expectation and believed 
it occurred.  The 95 percent confidence intervals for the pairwise differences, as well as 
the means and standard deviations for the groups, are reported in Table 11. 
Table 11 
95% Confidence Intervals of Pairwise Differences in Mean Changes in Outcome 
Satisfaction for Item (f) 
Group M SD Group1 Group 2 Group 3 
Group 1 4.13 .62    
Group 2 2.80 .93 1.19 to 1.47*   
Group 3 4.03 .72 -.17 to .37 -1.51 to -.93*  
Group 4 3.58 .98 .37 to .72* -.98 to -.57* .14 to .75* 
Note. An asterisk indicates that the 95% confidence interval does not contain zero, and therefore the 
difference in means is significant at the .05 significance using Dunnett’s C procedure. 
 
Happier.  Differences between the Expectation Groups and satisfaction with PO 
were investigated without hypothesis of result.  The caregivers’ responses to item 
expectation item (a) “I expected that my child would become happier” and expectation 
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result item (a) “My child has become happier” were assigned to the four groups as 
designated in the first ANOVA.  An ANOVA was conducted to evaluate the relationship 
between the independent variable, Expectation Group for item (a), and the dependant 
variable, satisfaction with PO.  The ANOVA was significant, F(3, 1264) = 245.18, p < 
.01.  The strength of the relationship between the Expectation Group and satisfaction with 
PO, as assessed by η2 was strong, with Expectation Group accounting for 37 percent of 
the variance of the dependant variable.   
Follow up tests were conducted to evaluate the pairwise differences among the 
means.  Levene’s Test for Equality of Variances was significant (p < .01), so equal 
variance was not assumed and post hoc comparisons were conducted with the use of 
Dunnett’s C test, a test that does not assume equal variances between the groups.  For 
both Groups 2 and 4, there were significant differences in the means between the groups 
and all of the other groups.  No significant differences were found between Groups 1 and 
3.  Both Groups 2 and 4 did not perceive the result “My child has become happier.”  
Group 2 reported the lowest satisfaction with PO.  This group had the expectation the 
child would become happier but did not believe this had occurred.  The group to report 
the second lowest mean level of satisfaction with PO was Group 4.  This group did not 
have the expectation the child would become happier and did not perceive this to have 
occurred.  The group to report the highest mean level of satisfaction with PO was Group 
1.  This group had the expectation and believed it occurred.  The 95 percent confidence 
intervals for the pairwise differences, as well as the means and standard deviations for the 
groups, are reported in Table 12. 
Table 12 
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95% Confidence Intervals of Pairwise Differences in Mean Changes in Outcome 
Satisfaction for Item (a) 
Group M SD Group1 Group 2 Group 3 
Group 1 4.18 .03    
Group 2 2.76 .04 1.27 to 1.56*   
Group 3 4.10 .10 -1.3 to .29 -1.57 to -1.09*  
Group 4 3.41 .05 .62 to .93* -.83 to -.45* .44 to .94* 
Note. An asterisk indicates that the 95% confidence interval does not contain zero, and therefore the 
difference in means is significant at the .05 significance using Dunnett’s C procedure. 
 
 Interestingly, there was the same trend across groups for items (d), (f), and (a).  
For these items, Group 2 consistently reported the lowest mean level of satisfaction with 
PO, followed by Group 4, reporting the second lowest mean level of satisfaction with PO.  
For all of the items further analyzed, Group 1 reported the highest mean level of 
satisfaction with PO.  Thus, having an expectation regarding treatment and the perception 
of that expectation being fulfilled appears to be significantly related to satisfaction with 
perceived outcome (PO) of treatment.  Conversely, low expectations seem to be 
associated with low satisfaction.  Finally, those who anticipated a particular outcome but 
did not perceive it to have occurred were the most dissatisfied.    
Number of expectations.  Relationships between the number of caregiver 
expectations of state-funded mental health services and caregiver satisfaction with 
services were investigated without predictions of direction.  Correlation coefficients were 
computed for the satisfaction components and caregiver expectation.  Correlations 
between the components and expectation are presented in Table 5.  Number of 
expectations was found to be positively correlated with family participation and cultural 
sensitivity at the .01 level and DHS coordination with OYA and JJD at the .05 level.  
Thus, as number of expectations increase, satisfaction with these components was found 
to increase.   
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Correlation coefficients were also computed for the total number of caregiver 
expectations and demographic variables (Table 6).  Restrictiveness of setting was found 
to be positively correlated with number of expectations at the .01 level, indicating that as 
the restrictiveness of the setting increases, number of expectations increase.   
Number of perceived expectation results.  The number of perceived expectation 
results of the child receiving mental health services was also investigated without 
predictions of direction.  Correlation coefficients were computed for the perceived 
expectation results and the satisfaction variables.  Number of perceived expectation 
results was found to be positively correlated with all of the satisfaction variables at the 
.01 level except coordination with physical health workers, with which it was positively 
correlated at the .05 level.  Thus, as the number of perceived expectation results 
increases, satisfaction with appropriateness of services, family participation, access to 
services, cultural sensitivity, perceived outcome, and coordination with other providers 
also increases.   
Correlation coefficients were also computed for the total number of perceived 
expectation results and demographic variables (Table 6).  Restrictiveness of setting was 
found to be positively correlated with number of perceived expectation results at the .01 
level, indicating that as the restrictiveness of the setting increases, number of perceived 
expectation results increase. 
 
 
Hypotheses for Satisfaction and Demographic Variables 
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 Race/ethnicity.  An independent-samples t test was conducted to evaluate 
whether caregivers of children from ethnic minority groups (20.6%, n = 261) differed 
from caregivers of Caucasian children (79.4%, n = 1007) in regard to satisfaction with 
appropriateness of services, family participation, access to services, cultural sensitivity or 
provider, and perceived outcome.  As previously noted, due to the low n of participants 
with ethnically diverse children, the individuals from ethnic minority groups were 
compared as one group to the group of Caucasian individuals.  The ethnic minority group 
included black/African-American (3.3%, n = 42), American Indian/Alaska Native (3.4%, 
n = 43), Native Hawaiian/Other Pacific Islander (0.2%, n = 2), Asian (0.9%, n = 12), and 
other (12.8%, n = 162) individuals.  Contrary to the prediction that caregivers with 
children from minority groups would be less satisfied with services, no significant results 
were found (see Table 13 for t test results).  Results indicated caregivers with children 
from ethnic minority groups did not significantly differ from caregivers of Caucasian 
children in their reported satisfaction with appropriateness, family participation, access, 
cultural sensitivity, and perceived outcome of mental health services.  Potential 
differences between white/Caucasian, black/African-American, American Indian/Alaska 
Native, Native Hawaiian/Other Pacific Islander, Asian, and other ethnic minority 
individuals is unknown in the current study.  See Table 14 for means and standard 
deviations for the Caucasian and ethnic minority groups regarding the satisfaction 
variables. 
 
 
Table 13 
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Ethnic Group Differences 
Variable t(1266) p 
Appropriateness .93 .35 
Family Participation .65 .51 
Access .65 .52 
Cultural Sensitivity 1.67 .10 
Outcome -.08 .93 
 
Table 14 
Ethnic Group Differences: Means and Standard Deviations 
 Minority Caucasian 
Variable Mean SD Mean SD 
Appropriateness 3.92 .95 3.86 1.03 
Family  Participation 4.07 .82 4.03 .90 
Access 4.08 .86 4.04 .90 
Cultural Sensitivity 4.41 .63 4.33 .63 
Outcome 3.62 .95 3.63 .99 
 
Hispanic/Latino.  The YSSF inquires in a yes-or-no format as to whether the 
child is of Spanish/Hispanic/Latino origin.  As noted previously, the majority of 
caregivers reported their children were not of Hispanic or Latino/a origin (83.9%, n = 
83.9) with a minority (16.1%, n = 188) reporting their children are of Hispanic or 
Latino/a origin.  An independent-samples t test was conducted to evaluate whether there 
were differences between these groups in regard to satisfaction with appropriateness of 
services, family participation, access to services, cultural sensitivity or provider, and 
perceived outcome.  No significant results were found (see Table 15 for t test results).  
Results indicate caregivers who did and did not indicate that their children were of 
Hispanic or Latino/a origin did not significantly differ in their reported satisfaction with 
mental health services in the areas measured.  See Table 16 for means and standard 
deviations for the Latino/a and non-Latino/a groups on the variables. 
Table 15 
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Latino/a and Not Latino/a Group Differences 
Variable t(1266) p 
Appropriateness -.05 .96 
Family Participation -1.19 .24 
Access 1.22 .21 
Cultural Sensitivity 1.00 .32 
Outcome .07 .94 
 
Table 16 
Latino/a and Not Latino/a Group Differences: Means and Standard Deviations 
 Latino/a Not Latino/a 
Variable Mean SD Mean SD 
Appropriateness 3.87 .99 3.87 1.02 
Family  Participation 3.97 .87 4.06 .89 
Access 4.12 .79 4.03 .90 
Cultural Sensitivity 4.40 .63 4.34 .71 
Outcome 3.63 .91 3.62 1.00 
 
Restrictiveness of Setting.  The relationship between restrictiveness of setting 
and the satisfaction components was examined.  Correlation coefficients were computed 
for satisfaction and restrictiveness of setting and are presented in Table 7.  Restrictiveness 
and satisfaction with family participation was found to be positively correlated at the .05 
level.  Increased scores on satisfaction with family participation were found to correlate 
with increased restriction of setting.  Thus, caregivers with children in more restrictive 
settings were more satisfied.  This is the opposite of what was predicted.   
Gender.  An independent-samples t test was conducted to evaluate the presence 
of possible gender differences.  The sample consisted of 727 (57.3%) males and 541 
(42.7%) females.  No significant results were found (see Table 17 for t test results).  
Results indicated caregivers of male and female children do not significantly differ in 
their reported satisfaction of mental health services in the areas measured.  Table 18 
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provides means and standard deviations for males and females regarding the satisfaction 
variables. 
Table 17 
Gender Differences 
Variable t(1266) p 
Appropriateness 1.25 .21 
Family Participation -1.73 .09 
Access 1.13 .26 
Cultural Sensitivity .03 .97 
Outcome .96 .34 
 
Table 18 
Gender Differences: Means and Standard Deviations 
 Females Males 
Variable Mean SD Mean SD 
Appropriateness 3.91 .98 3.84 1.04 
Family Participation 3.99 .90 4.08 .88 
Access 4.08 .87 4.02 .90 
Cultural Sensitivity 4.35 .74 4.35 .68 
Outcome 3.66 .96 3.60 1.00 
 
Age.  Due to the lack of research regarding the age of child and satisfaction with 
access to services, family participation, cultural sensitivity, and appropriateness of 
services, these relationships were investigated without predictions of direction.  
Correlation coefficients were computed for age and overall satisfaction and satisfaction 
with access to services, family participation, cultural sensitivity, and appropriateness of 
services.  These correlations are presented in Table 6.  Age of child was found to be 
negatively correlated with appropriateness, family participation, and access at the .01 
level and cultural sensitivity and perceived outcome at the .05 level.  Thus, as age of the 
child increases, satisfaction with these components was found to decrease. 
   
 61 
Age and Coordination of Services.  It was hypothesized that age of the child 
would be positively correlated with coordination of services. Correlation coefficients 
were computed for age and coordination of services between the publicly funded mental 
health treatment provider and the 8 other providers of services.  Correlations between age 
and coordination of services are presented in Table 7.  The correlations were not in the 
expected direction for coordination with special education teachers at the .05 level with 
decreased age correlating with increased satisfaction with coordination of services 
between publicly funded mental health treatment providers and special education 
teachers. 
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Discussion 
Children’s behavioral and emotional functioning is a prime health concern of 
parents in the United States (Simpson et al., 2008) and children using publicly funded 
mental health services are a particularly vulnerable population in need of high quality 
care (Evans, 2004).  With billions of dollars being spent and millions of people in need of 
community mental health care, it is imperative to evaluate the quality of service provision 
to ensure effective treatment (U.S. Public Health Service, 2000).  Measurement of client 
satisfaction has proved important in this regard for a variety of reasons.  Client perception 
of outcome has been shown to positively correlate with therapists’ ratings of successful 
treatment (Balch et al., 1977) and measures of client satisfaction have been linked to 
program effectiveness (Trotter, 2008).  Satisfaction has also been shown to be a 
consequence of quality treatment and a predictor of favorable outcomes (Druss, 1999; 
Pandiani et al., 2001; Roth & Crane-Ross, 2002; Trotter, 2008).  Furthermore, eliciting 
feedback regarding satisfaction of services conveys the importance of the client’s opinion 
(Roth & Crane-Ross, 2002).  When it comes to evaluating children’s services, caregiver 
satisfaction is often a necessary aspect of engaging and retaining children in services 
(Breda & Bickman, 1997; Martin et al., 2003).  As such, it is necessary to better 
understand this population’s perceptions of their children’s receipt of mental health 
services.    
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The goal of this study was to better understand caregivers’ satisfaction with 
publicly funded children’s mental health services.  The constructs investigated included 
caregiver satisfaction with services, the role of expectation in satisfaction, and 
demographic differences in satisfaction and its components.  The components of 
caregiver satisfaction assessed in this study were access to services, family participation 
in treatment, cultural sensitivity, appropriateness of services, perceived treatment 
outcome, and coordination of services.  Demographic variables analyzed included child’s 
age, gender, race/ethnicity, and restrictiveness of setting.  
Overview and Explanation of Findings 
Components of satisfaction.  Consistent with previous research (Riley et al., 
2005), the satisfaction components were positively correlated, with increased scores on 
satisfaction components related to increased scores on other satisfaction components.  
The satisfaction with coordination of services component was not included in the YSSF 
until 2006 and thus not included in Riley and colleague’s original 2005 study.  The 
relationship between the coordination of services component was also significantly 
positively correlated with the other satisfaction components for a majority of the services.  
The exception was satisfaction with coordination of services with drug/alcohol treatment 
providers regarding family participation and access, which were not significantly 
correlated.  Treatment in such settings may occur in ways that limit family participation 
and accessibility, as it is more specialized treatment.  Families may also be less satisfied 
with coordination of such services due to lack of access due to geographic constraints.  
Such specialized treatments as substance abuse services may not be available in outlying 
areas.  Drug and alcohol treatment may be more likely to occur in inpatient settings or 
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without family involvement due to the nature of the services, thus these aspects should be 
considered as well.  Of the participants who reported receiving services from another 
provider, the lowest service usage was for drug/alcohol treatment providers.  As such, 
services between mental health providers and drug/alcohol treatment providers may be 
more poorly coordinated due to comparative lack of utilization.  These services are likely 
only relevant to older children, which may have affected results.  The lack of significant 
correlation between satisfaction with coordination of services with drug/alcohol treatment 
providers regarding family participation and access should be considered for those clients 
with dual diagnoses who may be receiving services from different providers in order to 
ensure effective coordination that is deemed useful by the client. 
Satisfaction and expectation.  The most frequently reported expectations of the 
caregivers and most frequent reported perceptions of what actually happened were 
explored in greater depth in this study.  Expectation item (d), “I expected that my child 
would feel better about himself/herself” and expectation result item (d), “My child has 
been feeling better about himself/herself,” were the most frequent expectation and result 
perception of the caregivers.  The second most endorsed expectation and perceived result 
was expectation item (f), “I expected that my child would get along better with family” 
and expectation result item (f), “My child has been getting along better with family.”  
Expectation item (a), “I expected that my child would become happier” was the fourth 
most frequent expectation and expectation result item (a), “My child has become 
happier” was the third most frequent perception of what actually happened.  Interestingly, 
the same trend was found across groups for these items.  For these items, Group 2 (those 
who had the expectation and did not perceive the result) consistently reported the lowest 
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mean level of satisfaction with perceived outcome, followed by Group 4 (who did not 
have the expectation and did not perceive the result), reporting the second lowest mean 
level of satisfaction with perceived outcome.  For all of the items further analyzed, Group 
1 (those who had the expectation and perceived the result) reported the highest mean 
level of satisfaction with outcome.  Thus, having an expectation regarding treatment and 
the perception of the fulfillment of that expectation appears to be significantly related to 
satisfaction with outcome of treatment.  Specifically, not having an expectation met was 
related to the lowest levels of outcome satisfaction followed by not having a result occur 
but not necessarily expecting the result.  In such situations, caregivers appear to have 
experienced a lack of results they thought could be achieved or simply had low 
expectations and perceived low levels of service provision.  Conversely, perceiving a 
result, whether that result was expected or not, was significantly related to satisfaction 
with perceived outcome of treatment.  By having more realistic expectations of potential 
outcomes of treatment services, clients may be better satisfied.  Overall, results regarding 
satisfaction and expectation are generally consistent with previous findings that clients 
who received the care they expected were found to be more satisfied than those who did 
not (McKinley et al., 2002) and that clients with less realistic expectations of service 
provision are less satisfied (Garber et al., 1986).  Thus, it is important for service 
providers to work with caregivers to set reasonable expectations regarding their 
children’s treatment.  
What is reasonable to expect may depend on the nature of the construct and the 
definition of the term “realistic” may depend on the child and caregiver.  For some it may 
mean alternate conceptualizations of what results may entail.  Treatments, may affect 
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core symptoms, such as mood, anxiety, and interpersonal relationships, but not constructs 
such as being more respectful or responsible.  For example, a depressed child may often 
present as irritable and agitated and thus may have difficulty getting along with family 
members.  If the caregiver’s prime expectation regarding the result of treatment is that the 
child gets along better with family and the therapist sees the treatment goal as being 
reduction in symptoms of depression (including anhedonia, feelings of worthlessness, and 
thoughts of death as well as eventual lessening of irritability and agitation) it would be 
beneficial for the therapist to provide psychoeducation and work together with the 
caregiver to better align their perspectives of progress.  For other caregivers, the term 
“realistic” may have other definitions.  A caregiver of a child with pervasive 
developmental delays, for example, may have high expectations regarding a child’s 
ability to function similarly to his or her peers.  For such a caregiver, lessening of 
intensity of expectations may be appropriate.  Again, providing psychoeducation and 
having a frank conversation about what might be achieved in treatment would be 
beneficial in increasing satisfaction with perceived outcome.  Thus, the term “realistic” 
should be considered on a case-by-case basis.  Collaborating with caregivers and helping 
them gain a better understanding of which issues will be targeted will aid in constructing 
appropriate treatment expectations.  The word “realistic” will be further used in the 
Discussion section and should be considered a flexible term in that the exact definition 
may vary depending upon the child and caregiver. 
Total number of expectations was also analyzed.  By studying the relationships 
between expectation and the components of satisfaction, a better understanding of the 
constructs was gained.  Number of expectations was significantly positively correlated 
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with family participation, cultural sensitivity, and DHS coordination with OYA and JJD.  
Thus, as number of expectations increase, satisfaction with these components was found 
to increase.  As previously found, more positive expectations about treatment service at 
entry was associated with greater satisfaction (Garland et al., 2000).  Garland and 
colleagues conceptualized expectation as an attitudinal variable and posited that if a client 
holds negative attitudes and expectations about services, he or she is more likely to report 
dissatisfaction.  Number of expectations, thus, could be indicative of a hopeful, optimistic 
outlook regarding treatment and those entering treatment with such an attitude may be 
more willing to engage and proactively make changes.  The current study looked only at 
positive expectations and it would likely be of use to consider a broader range of 
expectations in future research.   
Interestingly, both OYA and JJD provide services for youth involved in criminal 
activities.  They are thus likely to be adolescents demonstrating severe behavioral issues 
and may be placed in more restrictive settings.  It is unclear why caregivers of youth who 
receive services from DHS and OYA and/or JJD would report increased satisfaction with 
coordination of services as their number of expectations increase.  It could be that due to 
the more severe nature of the children’s behaviors, increased coordination between 
services is required.  Considering Garland and colleagues (2000) conceptualization of 
expectation as an attitudinal variable, it is possible caregivers of children in this 
population may possess unique traits that affect the relationship between expectation and 
satisfaction with coordination.   Perhaps these caregivers are more proactive in initiating 
contact with providers and following up with service provision, thus increasing provider 
involvement and related satisfaction with service coordination.  Furthermore, number of 
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expectations was significantly positively correlated with family participation; therefore, it 
could be that caregivers with many expectations are more proactive and involved in 
treatment.  This caregiver quality could then affect cultural sensitivity and coordination 
of care.  Kruzich et al. (2002) have pointed out that even if programs have philosophies 
regarding cultural competence, those directly interacting with the clients determine the 
actual practice.  Therefore, if a caregiver has many expectations regarding treatment and 
is proactively involved in interacting with the provider, the provider may then be more 
pressured and/or motivated to act in a culturally sensitive manner, include family 
members in treatment, and provide better care coordination between services.  In sum, 
number of caregiver expectations could be related to personal qualities of the caregivers, 
such as tendencies to be proactive and/or involved in their children’s care.  Such 
caregiver traits could have moderated results in the finding of expectation amount being 
significantly positively correlated with family participation, cultural sensitivity, and DHS 
coordination with OYA and JJD.  This is an area that would benefit from additional 
research as the current data is insufficient in providing an explanation regarding the 
relationships between these constructs.     
Restrictiveness of setting was also found to be positively correlated with number 
of expectations, indicating that as the restrictiveness of the setting increases, number of 
expectations increase.  Thus, overall, caregivers of children in more restrictive settings 
appear to have more expectations and, as previously discussed, more expectations are 
related to higher satisfaction with the family participation, cultural sensitivity, and some 
coordination variables.  As discussed above, number of expectations was also positively 
correlated with DHS coordination with OYA and JJD.  As both OYA and JJD provide 
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services for those involved in criminal activities, it is likely these youth will be in more 
restrictive settings.  Those receiving such services and needing more restrictive settings 
are more likely to demonstrate severe behavioral and/or emotional difficulties, perhaps 
causing caregivers to expect greater outcomes as it will take more to adjust their 
children’s functioning to a baseline that is similar to that of their peers.  Caregivers of 
children in more restrictive environments could have more expectations due to perceiving 
more areas in need of improvement.  Those with children in less restrictive settings may 
not have endorsed some expectation items as they may not have been applicable.  For 
example, items regarding self- and other-harm and substance use are likely more 
applicable to children receiving care in more restrictive environments.  Caregivers of 
children in more restrictive care settings may have been more apt to endorse items 
regarding extreme behaviors as well as the more popular items such as feeling better, 
getting along better with family, and becoming happier; thus resulting in having more 
expectations overall.  Often, the goal of more restrictive settings is stabilization versus 
treatment.  As such, a caregiver may expect greater results as the services seem more 
intensive.  As service intensity increases, families may be more involved in treatment and 
providers may engage in better coordination, causing caregivers to be more satisfied with 
these constructs.  Research regarding amount of expectations is lacking and it should be 
noted that intensity of the expectation was not measured.  For example, a caregiver may 
have had many expectations, but a lower threshold regarding what might satisfy those 
expectations.  It could be that these caregivers are more satisfied with some components 
because of lower expectations given their higher-needs children. 
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The relationship between satisfaction and amount of perceived results was also 
analyzed.  Results indicate that as the number of perceived results increases, satisfaction 
with appropriateness of services, family participation, access to services, cultural 
sensitivity, perceived outcome, and coordination with other providers also increases.  
This finding makes sense as those who see more treatment results are more satisfied with 
service provision.  This finding is consistent with research suggesting those who are 
satisfied with services have more positive outcomes (Druss, 1999; Pandiani et al., 2001; 
Roth & Crane-Ross, 2002; Trotter, 2008).  The total number of perceived results was also 
examined in relation to the demographic variables.  Interestingly, significant results were 
only found for the restrictiveness of setting variable, which was positively correlated with 
amount of perceived results.  Thus, caregivers with children in more restrictive settings 
had more expectations and perceived more results.  Due to the intensity of services 
provided in more restrictive settings, greater improvements may have been yielded.  As 
these caregivers also reported having more expectations, they could have been more 
aware of progress made in various areas.  Additionally, due to the more severe emotional 
and behavioral issues of children in more restrictive settings, these caregivers could have 
more expectations due to perceiving more areas in need of improvement whereas 
caregivers of children in less restrictive settings may not have endorsed some 
expectations and perceived results as these areas were not applicable to their children.  
Indeed, some options regarding expectations and perceived results were regarding the 
child hurting him/herself, hurting others, and substance use.  As previously discussed, it 
is also possible that caregivers of children in this population may possess unique 
attitudinal traits that affect their expectations and satisfaction.  Only the number of 
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perceived results was taken into consideration in the current study and not the intensity of 
the improvement.  As such, caregivers of children in more restrictive settings could 
perceive more results by their children making small improvements in the measured 
areas, whereas caregivers of children in less restrictive environments may have higher 
thresholds regarding what they consider progress.  It is also of use to note the lack of 
significant findings for the other demographic variables of age, gender, and ethnicity.  
This is similar to the finding that ethnic groups and gender groups do not significantly 
differ in their satisfaction with appropriateness of services, family participation, access, 
cultural sensitivity, and perceived outcome.  The lack of significant differences between 
groups concerning perceived result and the satisfaction constructs implies that similarly 
effective and satisfying treatments are provided to clients regardless of these 
demographic differences.  However, results regarding ethnic differences should be 
interpreted with extreme caution due to low numbers of ethnic minority children in the 
sample group and the children from minority group being combined into one group that 
was compared to Caucasian children.  As such, potential differences between 
white/Caucasian, black/African-American, American Indian/Alaska Native, Native 
Hawaiian/Other Pacific Islander, Asian, and other ethnic minority individuals is unknown 
in the current study. 
By better understanding expectation in regard to the satisfaction constructs and 
demographic variables, service providers can better understand how to aid caregivers in 
adjusting their expectations accordingly and thus be better satisfied with services.  For 
example, knowing caregivers of children in more restrictive settings have more 
expectations, providers can better inform and prepare caregivers for the services they will 
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receive.  It would likely be beneficial for negative expectations to be identified early and 
addressed directly (Garland et al., 2000).  Motivational interviewing could also be used to 
increase positive expectations for treatment (Miller, 1996; Rollnick & Miller, 1995).   
Demographics.  The demographic variables analyzed in the study included 
ethnicity, restrictiveness of setting, age, and gender.  Due to low numbers of ethnic 
minority children in the sample group, African-American, American Indian/Alaska 
Native, Native Hawaiian/Other Pacific Islander, Asian, and other ethnicity children were 
combined into one group and compared to Caucasian children.  Ethnicity was also 
analyzed in terms of group differences: Latino/a and not Latino/a groups.  Ethnicity of 
the child, when measured in these ways, was not significantly related to satisfaction with 
appropriateness, family participation, access, cultural sensitivity, and perceived outcome 
in either analysis.  Combining children from ethnic minority groups into one group 
should be considered a major limitation of this study and results should be interpreted 
cautiously.  For example, caregivers of children from one ethnic minority group may 
have been extremely satisfied with services whereas caregivers of children from another 
ethnic minority group may have been extremely unsatisfied; thus evening out each 
other’s ratings when combined into one group.   
Previous research in this area has been conflicting, with evidence supporting no 
significant ethnic differences in mental health service satisfaction (Copeland et al., 2004), 
evidence suggesting greater satisfaction in relation to being Caucasian compared to non-
Caucasian (Garland et al., 2007), and also evidence caregivers of African-American 
children having higher levels of satisfaction than those of children of other races 
(Heflinger et al., 2004).  The current study supports the notion that ethnicity does not play 
a significant role in the satisfaction of caregivers of children receiving mental health 
   
 73 
services.  In addition to considering that children from ethnic minority groups were 
combined into one group, it should also be noted that the sample in this study included 
only Oregonians and the demographics of this group may have influenced results.  The 
majority of respondents reported their children being white/Caucasian and service use 
disparities may differ in other states.  Additional research is necessary to further 
understand the role ethnicity may play in satisfaction with mental health services due to 
conflicting research in the field as well as limitations in measuring ethnic group 
differences in the current study.   
Restrictiveness of setting was found to be significantly positively correlated with 
satisfaction with family participation; as such, the more restrictive the setting, the more 
satisfied caregivers are with their participation.  This finding differs from previous 
research.  It has been suggested that higher levels of behavioral and emotional severity of 
clients receiving residential care may negatively impact satisfaction with treatment 
(Ruggeri et al., 1998).  Research has also suggested that children in out-of-home care are 
less satisfied than children in in-home care (Delfabbro, Barber, & Bentham, 2002); 
however it is unclear how this result might generalize to a caregiver sample.  There is 
also data indicating similar levels of adult client satisfaction with services in inpatient and 
outpatient settings (Garber et al., 1986).  The current study used caregiver perspective 
rather than client-report and also examined the specific variable of satisfaction with 
family participation.  As the other components of satisfaction were not found to be 
significantly related with restrictiveness, it could be inferred that including family 
members in treatment is an area in which community mental health service providers in 
the state of Oregon are meeting expectations.  It could also be inferred that the caregivers 
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had realistic expectations regarding their involvement, which were met, thus resulting in 
satisfaction.  Indeed, as previously discussed, results of the current study indicate number 
of expectations is significantly positively correlated with family participation.  As with 
all results, the context of this study should be considered.  Oregon may differ from other 
states in regard to mental health policies.  For example, in the state of Oregon, parents 
need to be involved in their child’s treatment if the youth is under the age of consent of 
14 years and there are also emphases on wrap-around services and evidence-based 
practice, which may include parental involvement and parent management training 
(Oregon Department of Human Services, 2010).  Thus, the relationship between 
increased setting restrictiveness and satisfaction with the family participation variable 
may be affected by state legislation. 
No significant results were found regarding gender of the child and caregiver 
satisfaction with appropriateness of services, family participation in treatment, access to 
services, cultural sensitivity, or perceived outcome.  As such, findings from the current 
study indicate service provision does not need to be altered based on child’s gender to 
satisfy caregivers.  As the relationship between a child’s gender and his or her caregiver’s 
satisfaction with mental health service provision is generally unclear in the current 
research literature, this area could benefit from additional study. 
Age of child was significantly negatively correlated with appropriateness, family 
participation, access, cultural sensitivity, and perceived outcome, indicating that, as the 
age of the child increases, satisfaction with these components decreases.  Relations 
between age and coordination of services were examined between publicly funded mental 
health treatment providers and other mental health providers, child welfare workers, 
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parole officers of the Oregon Youth Authority, the Juvenile Justice Department, special 
education teachers, developmental disabilities workers, alcohol or drug treatment 
providers, and/or physical health workers.  Significant correlations were found for 
coordination with special education teachers, with increased age correlating with 
decreased satisfaction with coordination of services.  Thus, for a majority of the 
satisfaction components analyzed, the older the age of the child, the less satisfied the 
caregiver reported being with service provision.  Results may also indicate that providers 
in Oregon are doing a better job serving children than adolescents.  This finding differs 
from research indicating increased age of adult clients relates to higher levels of 
satisfaction with services (Leese, et al., 1998).  Based on these findings, studies regarding 
the relationship between adult satisfaction with services and age do not appear to be 
generalizable to caregiver satisfaction with provision of their children’s mental health 
services.  
Overall, the lack of significant differences between ethnic groups and gender 
groups concerning satisfaction with appropriateness of services, family participation, 
access, cultural sensitivity, and perceived outcome implies similarly satisfying treatments 
are provided to clients regardless of these demographic differences.  As previously 
discussed, this is similar to the lack of significant findings regarding amount of perceived 
results for the demographic variables of age, gender, and ethnicity.  The results of this 
study indicate setting restrictiveness and age of child are in need of extra consideration in 
service provision in order to achieve greater caregiver satisfaction.  Due to general 
discrepancies in the current literature regarding demographic differences and service 
satisfaction, additional research would be of use.  Again, it should be remembered that 
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due to the lack of ethnic minority children in this sample, this variable should be 
interpreted with caution.   
Study Limitations  
 In general, satisfaction measures have been found to have a tendency for positive 
skewness (Haas, 1999).  It is possible clients are reluctant to complain about received 
services, especially if they are of low or no cost to them.  Therefore, results from 
satisfaction measures may be misleading.  Furthermore, due to the research indicating 
clients generally over-report on satisfaction questionnaires (Haas, 1999), it is possible 
satisfaction scores used in this study are elevated.  Additionally, results only include 
opinions of those who completed the form and it is unknown how these opinions may 
differ from those that did not participate.  However, the satisfaction and expectation 
variables were not found to be highly skewed or kurtotic, suggesting the participants’ 
responses are an accurate portrayal of their satisfaction with publicly funded mental 
health services.   
Variables not included in this study have been implicated in moderating client 
satisfaction with mental health services.  For example, in a study of satisfaction with 
mental health services in severe mental illness, pre-treatment morale was found to be a 
moderating factor (Shahar, Kidd, Styron, & Davidson, 2006).  Severity of symptoms at 
entry to services has also been found to significantly impact client satisfaction (Garland 
et al., 2000).  As such, it is reasonable to consider the presence of potential moderating 
variables affecting the results of the current study in unknown ways.  For example, as 
previously discussed, caregivers’ attitudinal variables may have affected the relationship 
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between number of expectations and satisfaction with family participation, cultural 
sensitivity, and coordination between some service providers. 
Additional satisfaction constructs have been previously identified and were not 
assessed in the current study.  As the state of Oregon measures client perception of access 
to services, family participation in treatment, cultural sensitivity, appropriateness of 
services, coordination of services, and perceived outcome as components of client 
satisfaction with mental health services, these were the dimensions reviewed and utilized 
in the current study.  Other factors have been examined as components of satisfaction 
with mental health services, such as perceived technical competence of the service 
provider, behavior or interpersonal skills of the service provider, and continuity of service 
(McNeill et al., 1998) and it is unclear how a different measurement of satisfaction may 
have affected results.  The constructs in the current study also could have been broken 
down or alternatively defined.  In the case of the family participation construct, for 
example, family participation could have been examined in terms of family members as 
context, family members as targets for change and recipients of service, family members 
as partners in the treatment process, family members as service providers, family 
members as policymakers and advocates, and/or family members as evaluators and 
researchers (Friesen & Stephens, 1989).  Also, intensity of expectations and perceived 
results, and negative expectations and results, were not measured and could have 
impacted findings.  Thus, inclusion of different constructs and/or alternative 
conceptualizations of constructs may have altered findings and would be of use to 
consider in future research.   
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As ethnic group differences were examined in terms of Caucasian and minority 
groups (i.e., African-American, American Indian/Alaska Native, Native Hawaiian/Other 
Pacific Islander, Asian, and other ethnicity) and Latino/a and not Latino/a groups, results 
may be misleading and this should be considered a large limitation of the study.  Had this 
study had more ethnic diversity in participants, a more in-depth analysis of the effects of 
this demographic variable would have been possible.  There are many differences within 
ethnic groups, as well as between them, and thus collapsing these ethnic groups into one 
larger category likely obscured any relevant findings.  As such, this area is in need of 
more research.  Due to the limitations of the ethnicity variable, such results should be 
interpreted with caution.  There are also additional demographic variables that were not 
assessed in the current study.  For example, the majority of the current research includes 
only the mother as caregiver and the effects of father participation on satisfaction are 
generally unknown (Tiano & McNeil, 2005).  Other factors that could have further 
benefited the understanding of caregiver satisfaction in the current study include 
information on the caregiver/child relationship, referral source, and client diagnostic 
characteristics, which have been included factors in other studies.  A more extensive 
analysis of cultural variables, such as inclusion of religious and sociodemographic 
information, could have also yielded unique information, especially in regard to the 
satisfaction with cultural sensitivity variable.  Additionally, the perceived outcome 
variable may have been affected by the surveys being conducted at a single point in time 
and some respondents may not have been in services long enough to see the impact on 
outcomes.  In order to gain a richer understanding of the population that utilizes 
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community mental health services, additional demographic variables should be 
considered.    
This study solely examined caregiver satisfaction with children’s publicly funded 
mental health services in the state of Oregon in 2009.  Additional perspectives, such as 
child and clinician input, are invaluable sources of information that were not able to be 
included in the current study but should be further researched.  Satisfaction with service 
provision has been found to differ between parents and children.  For example, parents’ 
satisfaction has been linked to structural and economic aspects; with more weight put on 
access and convenience (Copeland et al., 2004).  Youths’ satisfaction has been found to 
be more influenced by attitude before visit, perceptions of therapist performance, and 
wait time (Copeland et al., 2004).  Ideally, to gain a more complete, accurate, and 
unbiased understanding, as many perspectives as possible should be included.  It should 
also be considered that the sample utilized consisted of those receiving publicly funded 
mental health services in the state of Oregon.  Oregon may differ from other states in 
regard to legislation and policies regarding mental health treatment and it is unknown 
how results may apply to consumers of mental health services in other states and 
consumers of other types of mental health services. 
This study only includes opinions of those who responded to a sent questionnaire. 
The YSSF was sent out to approximately 3000 consumers and participants in the data set 
included 1268 caregivers.  Only participants with complete data for the satisfaction 
portion of the YSSF were included in the study (thus excluding 232 individuals).  The 
levels of satisfaction and/or other unique factors of those who did not respond and those 
whose questionnaires were incomplete may differ significantly from those whose 
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opinions were included.  Telephone and face-to-face surveys can have a better response 
rate (Brunk, 2001; Martin et al., 2003) and may be a preferred methodology for future 
research.  Additionally, this study only used 2009 data.  Economic conditions and 
fluctuations in public funding for mental health care would likely affect services provided 
and subsequent satisfaction from year to year.  Thus, it is unknown if the data used in this 
study are representative of the rates over time in Oregon or how they compare to other 
states.  Additionally, only retrospective perceptions of expectation fulfillment were 
measured and may have biased responses.  Measuring expectations at the outset of 
treatment and perceptions regarding expectation fulfillment at treatment termination may 
yield different results.   
The coordination with services variable should be interpreted with caution.  It is 
thought by the current researchers that confusion regarding posing of the questions 
caused caregivers to answer in contradictory ways.  For this series of questions, the 
caregiver was first asked to indicate whether, during the time the child received services 
through the publicly funded mental health treatment provider, he/she also received 
services through one or more of the previously listed providers.  The caregiver was then 
asked to what extent he/she is satisfied with the willingness and ability of the provider to 
work together with the other provider, if they have in fact received services from another 
provider.  However, many caregivers indicated no other services were received but 
provided ratings of satisfaction between service providers.  These cases were not 
included in this analysis.  Many caregivers also indicated they had received the services 
but then indicated in the child “didn’t need or receive services” or the child “did need but 
didn’t receive services.”  These cases were also not included in this analysis.  Only those 
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who indicated received services and provided a response that indicated a service had been 
provided were included.  However it is likely participant confusion affected the validity 
of this item.    
Future Directions 
 Due to the limitations listed above, and conflicting findings in the current 
literature regarding satisfaction with publicly funded mental health services, additional 
research in caregiver satisfaction with children’s publicly funded mental health services 
is needed.  For example, there are many constructs that could comprise satisfaction and 
this study included only access to services, family participation in treatment, cultural 
sensitivity, appropriateness of services, coordination of services, and perceived outcome.  
By examining alternative conceptualizations of satisfaction, differing and, perhaps more 
complete understandings of satisfaction could be obtained.  This notion can also be 
applied to the expectation construct.  Intensity of expectation and both positive and 
negative expectations could be measured.  Alternate definitions of expectation could also 
be used.  For example, other researchers have conceptualized expectation as an attitudinal 
variable (Garland et al., 2000).  Including a more in-depth conceptualization of what 
comprises expectation and additional means of measuring expectation may provide a 
better-developed understanding of the construct.    
Incorporating additional perspectives is another future direction.  As previously 
mentioned, including and comparing mother, father, and child reports may yield different 
results.  Although there are studies comparing mother and child satisfaction, there is 
currently little research that has a sufficient number of father participants.  Analyzing 
clinical opinions from therapists, caseworkers, parole officers, and other providers of 
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youth services would also provide a fuller picture as would comparing various kinds of 
caregivers, such as biological parents, foster parents, and those who provide kinship care.  
This study also used retrospective perceptions of expectation fulfillment and it would 
likely be of use for future studies to inquire about expectations at the outset of treatment 
and perceptions as to whether these expectations were met at treatment termination.  As 
previously mentioned, caregiver and client traits may also influence results, for example 
being proactive in pursuing services, and such variables may be interesting to consider.  
Increasing demographic diversity would also be useful as would considering length of 
time in treatment and diagnostic information.  As this study utilized data in Oregon from 
2009, it would be of use to compare results across time and states to gain a better 
understanding of more macro-level.  A longitudinal, multistate study of caregiver 
satisfaction with mental health services is recommended as is using alternate methods of 
data collection.  For example, utilizing telephone or face-to-face surveys, may increase 
consumer participation.  Although there is a solid base of research regarding satisfaction 
with mental health services, there are many sub-areas that would benefit from additional 
study. 
Overall Conclusions 
The information regarding satisfaction and expectation yielded in this study can 
be used to aid service providers and facilitate the design of mental health services that are 
more effective and satisfying to clients.  Despite the discussed limitations, results of this 
study contribute to a growing, and sometimes contradictory, body of research and further 
provide information to benefit and improve upon mental health service provision.   
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The population that utilizes publicly funded services is particularly at-risk for 
mental health issues.  Children from low-income families and those in residential homes 
and foster care experience higher rates of significant internalizing and externalizing 
symptoms and often face a plethora of stressors, such as increased exposure to violence, 
separation from families, instability, and environmental chaos (Evans, 2004; Grant et al., 
2004; Simms et al., 1999).  Due to their increased susceptibility to mental health issues, 
this population is especially in need of quality care.  Emotional and/or behavioral 
difficulties can affect many parts of a child’s life, including academic success, 
interpersonal relationships, and the risk of alcohol or substance abuse and effective 
treatment may prevent such difficulties from escalating (Simpson et al., 2005).  Ensuring 
that the mental health needs of this vulnerable group of children are met should be a 
societal priority.  In order to formulate effective policies and plans for quality mental 
health service provision, the needs and perspectives of this population should be better 
understood. 
The development of realistic expectations would likely benefit therapeutic 
outcomes by improving client satisfaction with services and increasing client retention 
and investment in treatment (Garland et al., 2000).  The results of this study highlight the 
value of caregivers and providers understanding each other’s expectations at the outset of 
treatment.  They should directly discuss this subject, address discrepancies in opinion, 
and collaborate to devise realistic goals that encompass the primary objectives of the 
consumer.  For example, it would likely be helpful for the provider to understand if the 
priority of the caregiver is for the child to become more respectful/responsible or to get 
along better with other children.  Although interventions for these two objectives may be 
similar, communication with the caregiver and measurement of goals may be better 
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focused on the caregiver’s specific expectations to better achieve satisfaction with and 
engagement in services.   
It would also be of use for the provider to help the caregiver better understand the 
course of treatment and provide psychoeducation regarding diagnostic symptom 
presentations and related therapy and what might be realistic for each particular child.  
For example if a depressed child, who is irritable and easily agitated, has a caregiver 
whose primary goal is for him or her to be more respectful, the provider may explain the 
benefits of goal of alleviating depressive symptoms as a treatment goal, which would be 
expected to subsequently improve interpersonal relations.  In addition, it may be useful 
for providers to know that consumers in Oregon who most frequently endorsed having 
the child feel better about himself/herself, get along better with family, and become 
happier as treatment expectations.  Inquiring about such expectations as well as others 
may help to facilitate a conversation regarding appropriate expectations.   
On a larger level, it may be of use for the government and/or mental health 
agencies to have more stringent policies regarding client and caregiver psychoeducation.  
For example, people may not be aware they have the right to participate in their 
children’s treatment or realistic ideas of what services may be appropriate for their needs.  
Clients and caregivers may also not understand how to proceed should they have 
treatment concerns.  Generally speaking, consumers may not have an accurate 
understanding of mental health treatment, for example, that some issues cannot be cured; 
rather, the goal may be symptom reduction.  Such information could be provided in 
written form to those seeking treatment or reviewed with a clinician at intake.  By 
providing psychoeducational information regarding treatment of their presenting 
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problem, applicable options, and consumer rights, clients and caregivers may then have a 
better understanding of mental health service provision and be better equipped to proceed 
should they not be satisfied.   
Improving clinical services, increasing positive outcomes, guarding against 
treatment failure, and addressing disengagement and retention issues should continually 
be considered in the provision of mental health services.  Client satisfaction with service 
provision and expectations regarding treatment provide important information regarding 
these issues.  Inquiring about caregivers’ perceptions of services throughout the course of 
treatment may also provide valuable information for improving satisfaction.  For 
example, knowing a caregiver is pleased with access to services but would like increased 
family involvement would likely help guide future directions of service provision.  
Understanding a client or caregiver’s perspective does not mean therapists should make 
changes that are not indicated.  For example, an adolescent may benefit from spending 
one-on-one time with the therapist while the caregiver may desire increased participation.  
Dissatisfaction can be addressed in various ways, such as providing psychoeducation or 
seeking out additional services (e.g., adjunctive family services in addition to individual 
sessions).  Regardless of how dissatisfaction is resolved, it should be addressed.  
Detecting dissatisfaction as it arises will be of use in facilitating effective services needed 
to retain and engage families in treatment. 
Publicly funded mental health services are generally utilized by a vulnerable 
population in need of high quality care.  The study of caregiver satisfaction with services 
is valuable as this construct may be essential to both the engagement in and continuation 
of their children’s treatment (Breda & Bickman, 1997; Martin et al., 2003).  By providing 
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satisfying services, clients and caregivers are more likely to receive assistance in areas in 
which they struggle and make treatment gains.  In order better address the needs of this 
unique population, a solid understanding of their perceptions is necessary.  This study 
provided valuable information to aid in the understanding of how to better satisfy and 
meet the needs of particular types of consumers of publicly funded children’s mental 
health services. 
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Appendix 
 
 
 
 
 
 
 
 
 
 
 
Note: This survey is being mailed to the parents or caregivers of thousands of children who 
received a publicly funded mental health service in Oregon on or after January 1, 2009. As the 
same survey is mailed to all caregivers, some questions may not apply to your child. A few 
questions mention drug/alcohol use, educational challenges, or legal concerns; these questions are 
included because many families ask for assistance with these issues, and we wish to determine if 
families’ needs are being met. Please skip any questions that seem inappropriate to you. 
Your answers to this survey are completely confidential (private). Your answers will not be shared 
with your child’s health care providers or with any authorities. Your answers will not affect any 
benefits that you or your child are receiving or might receive.  
 
Please tell us about the services that your child received between January 1, 2009 and 
now. If your child has received services from more than one provider since January 2009, then 
please rate only your child’s current provider.  If your child is no longer receiving services, 
then please rate only your child’s most recent provider. 
 
Please tell us if you Strongly Agree, Agree, are Undecided, Disagree, or Strongly Disagree 
with each statement below by circling ONE appropriate number for each statement.  
 Strongly 
Agree Agree Undecided Disagree 
Strongly 
Disagree 
A. The child’s parent or caregiver 
made most of the treatment decisions, 
including decisions about the 
treatment plan and goals. 
5 4 3 2 1 
1. I have been satisfied with the 
services my child receives. 5 4 3 2 1 
2. I helped to choose my child’s 
services. 5 4 3 2 1 
3. I helped to choose my child’s 
treatment goals. 5 4 3 2 1 
4. The people helping my child stuck 5 4 3 2 1 
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with us no matter what. 
5. I felt my child had someone to talk 
to when he or she was troubled. 5 4 3 2 1 
6. I participated in my child’s 
treatment. 5 4 3 2 1 
7. The services my child and/or family 
received were right for us. 5 4 3 2 1 
8. The location of services was 
convenient for us. 5 4 3 2 1 
9. Services were available at times 
that were convenient for us. 5 4 3 2 1 
10. My family got the help we wanted 
for my child. 5 4 3 2 1 
11. My family got as much help as we 
needed for my child. 5 4 3 2 1 
12. Staff treated me with respect. 
5 4 3 2 1 
13. Staff respected my family’s 
religious/spiritual beliefs. 5 4 3 2 1 
14. Staff spoke with me in a way that I 
understood. 5 4 3 2 1 
15. Staff were sensitive to my 
cultural/ethnic background. 5 4 3 2 1 
AS A DIRECT RESULT OF THE MENTAL HEALTH SERVICES MY CHILD RECEIVED: 
16. My child is handling daily life 
better. 5 4 3 2 1 
17. My child is getting along better 
with family members. 5 4 3 2 1 
18. My child is getting along better 
with friends and other people. 5 4 3 2 1 
19. My child is doing better in school 
and/or at work. 5 4 3 2 1 
20. My child is better able to cope 
when things go wrong. 5 4 3 2 1 
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21. My child is better able to do the 
things he or she wants to do. 5 4 3 2 1 
22. I am more satisfied with our 
family life. 5 4 3 2 1 
OTHER THAN MY CHILD’S MENTAL HEALTH SERVICE PROVIDERS… 
23. I know people who will listen and 
understand me when I need to talk.  5 4 3 2 1 
24. I have people that I am 
comfortable talking to about private 
things. 
5 4 3 2 1 
25. I have people that I am 
comfortable talking with about my 
child’s problems. 
5 4 3 2 1 
26. I have people with whom I can do 
enjoyable things. 5 4 3 2 1 
27. In a crisis, I would have the 
support I need from family or friends. 5 4 3 2 1 
28. I have more than one friend. 5 4 3 2 1 
29. I am happy with the friendships I 
have. 5 4 3 2 1 
 
30. When did your child start receiving mental health services from his or her current (or 
most recent) provider? (Your best guess is fine.) 
Month: ________Year: ___________ 
 
31a. Is your child still receiving mental health services from this provider?  
 a. Yes  b. No  c. Don’t know / Don’t remember  
 
31b. If your child is no longer receiving mental health services from this provider, 
about when (month and year) did your child last see this provider? 
Month: ________Year: ___________ 
 
32.  During the time your child was served by his or her current (or most recent) 
provider, was your child also served by: 
 Yes  No Uncertain 
a. …another mental health provider? 1 0 9 
b. …a child welfare worker? 1 0 9 
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c. …a parole officer of the Oregon Youth Authority? 1 0 9 
d. …the local Juvenile Justice department? 1 0 9 
e. …a special education teacher? 1 0 9 
f. …a developmental disabilities worker? 1 0 9 
g. …an alcohol or drug treatment provider? 1 0 9 
h. …a physical health care provider? 1 0 9 
33. Different service providers might be working together to help your child.  If so, to 
what extent have you been satisfied with the willingness and ability of your child’s current 
(or most recent) provider to work together with…  
 
Strongly 
Satisfied Satisfied 
Somewhat 
Satisfied Dissatisfied 
Strongly 
Dissatisfied 
Doesn’t 
Apply: 
Child didn’t 
need or 
receive 
services 
from this 
provider or 
agency 
Doesn’t 
Apply: 
Child did 
need but 
didn’t 
receive 
services 
from this 
provider or 
agency 
… another mental 
health provider? 5 4 3 2 1 9 8 
… Child Welfare? 5 4 3 2 1 9 8 
…the Oregon 
Youth Authority? 5 4 3 2 1 9 8 
 
… Juvenile Justice? 5 4 3 2 1 9 8 
…Special 
Education? 5 4 3 2 1 9 8 
… Developmental 
Disabilities? 5 4 3 2 1 9 8 
…an alcohol or 
drug treatment 
provider? 
5 4 3 2 1 9 8 
…a physical health 
care provider? 5 4 3 2 1 9 8 
34. What did you expect to happen as a result of your child receiving mental health 
services from his/her current (or most recent) provider? “I expected that my child 
would…” (Check all that apply.) 
 a. “…become happier.”  f. “…get along better with family.” 
 b. “…become less anxious or fearful.”  g. “…get along better with other children.” 
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 c. “…become more respectful or responsible.”  h. “…stop or reduce use of drugs or alcohol.” 
 d. “…feel better about himself/herself.”  i. “…stop hurting others.” 
 e. “…do better in school.”  j. “…stop hurting himself or herself.” 
35. What has actually happened as a result of your child receiving mental health services 
from this provider? “My child has…” (Please check all that apply.) 
 a. “…become happier.”  f. “…been getting along better with family.” 
 b. “…become less anxious or fearful.”  g. “…been getting along better with other children.” 
 c. “…become more respectful or responsible.”  h. “…stopped or reduced use of drugs or alcohol.” 
 d. “…been feeling better about him/herself.”  i. “…stopped hurting others.” 
 e. “…done better in school.”  j. “…stopped hurting himself or herself.” 
 
36. If your child is no longer receiving services from this mental health service provider, 
then why? (Please check the ONE major reason why treatment ended) 
 a. My child no longer needed 
treatment, because the problem that led 
to treatment was solved 
 c. Treatment was no longer possible due to 
problems with transportation, paying for 
treatment, finding time for treatment, or other 
concerns unrelated to treatment effectiveness 
 b. Treatment was not working as 
well as expected, so we stopped 
treatment with this provider 
 d. Other (please explain):  
 
37. During the time your child was served by his or her current (or most recent) 
provider, did your child attend a public or private school? (If “No,” skip to question 40.) 
 a. Yes   b. No   c. Uncertain 
 
38a. Was your child suspended from school during the 12 months BEFORE he or she 
began seeing this provider? (Please check one.) 
 a. Yes        b. No / Not Applicable     c. Don’t know / Don’t remember  
 
38b. Was your child suspended from school in the first 12 months (or less) AFTER 
s/he began seeing his or her current (or most recent) provider?  (Please check one.)    
 a. Yes        b. No / Not Applicable     c. Don’t know / Don’t remember  
 
39a. Was your child expelled from school during the 12 months BEFORE he or she began 
seeing this provider? (Please check one.) 
 a. Yes        b. No / Not Applicable      c. Don’t know / Don’t remember  
 
39b. Was your child expelled from school in the first 12 months (or less) AFTER s/he 
began seeing his or her current (or most recent) provider? (Please check one.) 
 a. Yes        b. No / Not Applicable      c. Don’t know / Don’t remember  
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40. “Since my child started to receive mental health services from this provider, the 
number of days my child has been in school is…” (check one) 
 a. “Greater than before.” 
 b. “About the same as before.” 
 c. “Less than before.” 
 d. Does not apply (Please select why the question does not apply:) 
  i.  My child had no problem with 
attendance before starting services  iv. My child is home schooled 
 ii.  My child is too young to be in school  v.  My child dropped out of school 
 iii. My child was expelled from school  vi. Other 
 
41. Encounters with police include being arrested, hassled by police, or taken by the 
police to a shelter or crisis program. Since your child began to receive mental health 
services from this provider, have his or her encounters with the police… 
 a. Decreased (gone down)  c. Stayed the same 
 b. Increased (gone up)  d. Doesn’t apply (no encounters with police) 
 
42a. Was your child arrested in the 12 months BEFORE he or she started treatment with 
this provider?    a. Yes  b. No / Not Applicable  c. Don’t know / Don’t remember  
 
42b. Was your child arrested in the first 12 months (or less) AFTER s/he began seeing his 
or her current (or most recent) provider? (Please check one.) 
 a. Yes  b. No / Not Applicable  c. Don’t know / Don’t remember  
 
43. Many children and teens use alcohol or drugs. Which of the following substances do 
you suspect or know that your child has used? (Check all that apply) 
A. Alcohol    
B. Tobacco (e.g., cigarettes)   
C. Marijuana   
D. Cocaine or Crack   
E. Methamphetamine   
F. Inhalants (e.g., breathing glue or paint to get high)   
G. Heroin   
H. Prescription drugs not prescribed to child (e.g., pain killers such as oxycontin,  
antianxiety such as xanax, stimulants such as ritalin)  
I. Other drugs not sold in stores and not prescribed for your child by a doctor such as  
Ecstasy, LSD   
 
44.  Do you believe that your child either has abused or now abuses alcohol or drugs? 
 a. Yes   b. No   c. Uncertain 
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45. Has your child received treatment for an alcohol or drug abuse problem? 
 a. Yes   b. No   c. Uncertain 
 
46. In the past 3 years, how many times has your child changed residence (for example, 
moved from one house to another house, or moved from home to residential treatment)?  
 _____ time(s)    or     Don’t know / Don’t remember  
 
Federal authorities require us to ask you the following questions.  Your response is 
appreciated but optional: 
47. Is your child of Spanish/Hispanic/Latino Origin?  
 a. Hispanic or Latino/a  b. Not Hispanic or Latino/a 
 
48. What is your child’s race?  (Check all races that you consider your child to be.) 
 a. American Indian/Alaska Native  c. Black (African American)  f. Other 
 b. Native Hawaiian/Other Pacific Islander  d. Asian  e. White (Caucasian) 
 
Thank you for your time and cooperation in completing this questionnaire! 
 
